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NATHAN SMITH AND OVARIOTOMY 
HERBERT THOMS, M.D., F.A.C.S., New Haven, CONNECTICUT 


MERICA’S place in the his- 
tory of ovariotomy is one 
of acknowledged suprem- 

acy, and Ephraim McDowell is 
one of the “immortal names. . . 
not born to die.”” Associated with 
the advent of this surgical pro- 
cedure is the name of another 
American surgeon whose contri- 
bution is remarkable and who 
should share in no small measure 
the honor due to pioneers in 
surgical achievement. Nathan 
Smith’s life was so resplendent 
with achievement in other fields 
that his part in the develop- 
ment and establishment of ovar- 
iotomy has been somewhat over- 
looked. 

Nathan Smith, the “omni- 
present genius in New England 
medicine,” performed ovario- 
tomy in 1821, with no knowledge that McDowell 
had preceded him. Indeed, so slow was medical 
news in that day that ten years later his son wrote, 
“T am not confident that the first operation by 
Doctor McDowell was subsequent to that of my 
father.” This operation by Nathan Smith in 1821 
is the more remarkable when we realize that he 
anticipated modern surgical technique by dropping 
the tumor pedicle into the abdominal cavity in- 





NATHAN SMITH 
(1762-1829) 


stead of suturing it to the ab- 
dominal wall. 

Nathan Smith was in no sense 
a backwoods surgeon. Like Mc- 
Dowell, his training was unusual 
for that day. It included a Har- 
vard and an Edinburgh back- 
‘ground, and he was familiar with 
and performed many times the 
acknowledged surgical proce- 
dures of his day. As a lithoto- 
mist, he lost but two patients in 
thirty-two operations. He was an 
unusually successful cataract 
operator and made far reaching 
contributions to our knowledge of 
fractures, particularly those of 
the thigh. He is said to have 
been the first to perform staphy- 
lorrhaphy for cleft palate. His 
great contributions to medicine 
and medical education do not 
need emphasis here. 

The operation for the removal of an ovarian 
cyst in 1821 was performed when Nathan Smith 
was 59 years of age, while he was Professor of 
Physic and Surgery at Yale College. It was per- 
formed at Norwich, Vermont, upon a Mrs. 
Strobridge. The distance of this town from New 
Haven well illustrates the peripatetic nature of 
the successful surgical practice of that day. With 
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Art. XIV. Case of Ovarian Dropsy, successfully removed by a 
Surgical Operation. Communicated by Dr. Nataan Smitn, 
Professor of Physic and Surgery at Yale College. 


Tur. subject of this operation was a Mrs. Strobridge, of Nor- 
wich, Vermont, aged 33 years. 

The following account of the case, previous to the operation, was 
taken from the patient -—Seven years before, she perceived a small 
turmour in her right side, situated in the right iliac region; when 
about the size o! a goose egg, she could move it with her hand to 
the opposite side of the linea alba, and to some distance above the 
umbilicus. The paticnt had borne five children, two previous and 
three subsequent to her discovering the tumour. ‘The youngest 
child was 10 months old, and was nursed at the breast when she 
submitted to the operation. Soon after her first pregnancy, from 
the commencement of the tumour, and then, as she thinks, it was 
about 4 or 5 inches in diameter, it suddenly disappeared, probably 
burst into the abdomen. In 4 or 5 weeks it was as large as befare. 
Before and after the bursting of the tumour she had turns of faint- 
ness, which lasted from two hours to half a day. During parturi- 
tion of her second child, after the commencement of the tumour, 
it having acquired a considerable size, it burst again, and nothing 
was perceived of it till eight months had elapsed. In four days 
from its reappearance it was as large as it had ever been. It was 
again burst by a fall; great soreness of the abdomen, and confine- 
ment of the patient for several wecks was the consequence. The 
tumour filled again in a fortnight, and from this time continued to in- 
crease; it did not burst in the delivery of her last child, which was 
ten months previous to the operation. The putient’s health was 
not much affected by the tumour. She was costive; and the size of 
the tumour incommoded her in the ordinary duties of her family, 
especially in stooping. On examination I found a large tumour in 
the right side of the abdomen; it was considerably moveable, and 
I could produce a distinct fluctuation through it. 


Facsimile excerpt from Nathan Smith’s original article, 
The American Medical Recorder, Volume V, 1822. 


the exception of Rhode Island, Nathan Smith's 
endeavors may be said to have encompassed all 
New England. 

It is the chief purpose of this communication 
to set down again the classical description which 
was given to the operation for ovariotomy by 
Nathan Smith. 

The subject of the operation, a Mrs. Strobridge, 
of Norwich, Vermont, was aged 33 years. Her 
previous history is summarized. 

Seven years before the operation, she had 
noticed a small tumor in her right side, situated 
in the right iliac region. She had borne five children 
altogether—two previous and three subsequent 
to her discovery of this tumor. Her youngest 
child was ten months of age and was nursing at 
the breast at the time she submitted to the 
operation. Three times during this seven-year 


period before operation the tumor is said to have 
burst inside and decreased in size. The last time 
this was the result of a fall. It, however, is said 
to have refilled very rapidly, and from that time 
until the operation had continued to increase in 
size. It was unaffected by the delivery of her last 
child, which was ten months previous to the 
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operation. Her general condition was not greatly 
affected by the tumor, but the size of the tumor 
is said to have incommoded her in the ordinary 
duties of her family, especially in bending. The 
description follows in Nathan Smith’s own words. 


Having decided on the operation, and determined 
the mode of operating, on the 5th of July, in the 
presence, and with the assistance of Doctors Lewis, 
Mussey, Dana, and Hatch, I commenced the opera- 
tion as follows: 

The patient being placed on a bed, with her head 
and shoulders somewhat raised, an assistant rolled 
up the tumour to the middle of the abdomen, and 
held it there. I commenced an incision about an 
inch below the umbilicus, directly in the linea alba, 
and extended it downwards three inches. I carried 
it down to the peritoneum, and then stopped till the 
blood ceased to flow, which it soon did. I then di- 
vided the peritoneum the whole extent of the exter- 
nal incision. ‘The tumour, now exposed to view, was 
punctured; a canula introduced, and seven pints of 
a dark coloured ropy fluid was discharged into a 
vessel. About one pint was spilt, so that the whole 
fluid was about eight pounds. Previous to tapping 
the tumour, by inserting my finger by the side of it, 
I ascertained that it adhered to some extent to the 
parietes of the abdomen, on the right side, between 
the spine of the ileum and false ribs. After evacuat- 
ing the fluid I drew out the sack, which brought out 
with it, and adhering to it, a considerable portion of 
the omentum. This was separated from the sack 
with the knife; and two arteries which we feared 
might bleed, were tied with leather ligatures, and 
the omentum was returned. By continuing to pull 
out the sack, the ovarian ligament was brought out, 
this was cut off, two small arteries secured with 
leather ligatures, and the ligament was then re- 
turned. I then endeavoured to separate the sack 
from its adhesions to the parietes of the abdomen, 
which occupied a space about two inches square; 
this was effected by a slight stroke of the knife at 
the anterior part of the adhesion, and by use of the 
fingers. The sack then came out whole, excepting 
where the puncture was made, and I should think 
it might weigh between 2 and 4 ounces. The inci- 
sion was then closed with adhesive plaster, and a 
bandage was applied over the abdomen. No un- 
favourable symptoms occurred after the operation; 
in three weeks the patient was able to sit up and 
walk, and has since perfectly recovered. 

I was induced to undertake this operation from 
the following considerations: The patient, though 
her health was not greatly impaired, was sensibly 
affected by the disease. She was quite certain that 
the increase of the tumour, in a given time, was 
augmented; probably, at no very distant period, it 
would have destroyed her. I had also had an 
opportunity to dissect the body of a patient, who 
had died of ovarian dropsy, who had been tapped 
seven times. In this case the sack was found to be 
in the right ovarium, which filled the whole ab- 
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domen; but it adhered to no part except the proper 
ligament, which was not larger than the finger of a 
man. I have seen two other ovarian sacks which 
were taken from patients after death. They had 
been tapped several times; the sacks were equally 
unattached, except to their proper ligaments. Hence, 
I inferred, that in a case of ovarian dropsy, while the 
tumour remained moveable, it might be removed with 
a prospect of success. The mode of operating, 
practised in the above case, is the same that I have 
described to my pupils in several of my last courses 
on surgery. The event has justified my previous 
opinions. 

I am unaware that present day portrayals of 
surgical procedures are more perfect than this 
description by Nathan Smith of his operation for 
ovarian tumor. When we consider the actual 
technique of the operative procedure and the fact 
that he was ignorant of precedence, Nathan 
Smith’s contribution to ovariotomy becomes not 


inconsiderable. In conclusion, we should remem- 
ber that his life was far greater than that of the 
successful surgeon or even the pioneer in gynecol- 
ogy. Nathan Smith has been finely eulogized by 
Dr. William H. Welch in a Yale address as 
“Famous in his day and generation, he is still 
more famous today for he was far ahead of his 
times, and his reputation unlike that of so many 
medical worthies of the past has steadily increased 
as the medica] profession has slowly caught up 
with him. We now see that he did more for the 
general advancement of medical and surgical 
practice than any of his predecessors or con- 
temporaries in this country. He was a man of 
high intellectual and moral qualities, of great 
originality and untiring energy, an accurate and - 
keen observer unfettered by traditions and 
theories, fearless, and above all blessed with an 
uncommon fund of plain ‘common sense.’”’ 


ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE 


HEAD 


McCreery, J. A., and Berry, F. B.: A Study of 520 
Cases of Fractures of the Skull. Avn. Surg., 
1928, Ixxxviii, 890. 

The injuries reviewed by the author occurred in 
adults. The causes were a fall in 179 cases, an un- 
known cause in 140 cases, an automobile accident in 
110 cases, a blow in 62 cases, a street car accident 
in 14 cases, a crushing injury in 5 cases, a horse and 
wagon accident in 4 cases, a train accident in 3 cases, 
and a bullet injury in 3 cases. 

The clinical classification of the fractures was as 
follows: base, 347; vault, 90; vault and base, 57; 
undetermined, 22; compound, 37; and depressed, 27. 
In 4 cases no fracture was demonstrable. 

Scalp wounds and hematomata were of consid- 
erable aid in indicating the sites of the skull and 
brain injury as well as the location of contrecoup 
injuries. In surprisingly few instances, however, 
did the wounds lead directly to the fracture. 

Bleeding from the ear through a ruptured drum is 
of significance. In cases of head injury with bleeding 
from the drum or a laceration deep within the 
external meatus, the treatment should be that given 
for fracture of the skull and the possibility of the 
development of meningitis should be borne in mind. 

The fixed pupil was a serious sign. When the 
pupils were unequal, the larger pupil indicated the 
side of the lesion with considerable exactitude. The 
condition of the pupils often changed rapidly and 
was a sign of considerable value in determining the 
patient’s progress. 

The cranial nerves most often involved were the 
seventh and eighth. The third and sixth were 
affected next most frequently and the first was in- 
volved least frequently. 

Generalized paralysis or convulsions were an in- 
dication of severe concussion associated with more 
or less brain laceration. In cases with these sequel, 
the coma was usually deep, the pupils were fixed, 
the blood pressure was low, and death occurred after 
a few hours. 

Localized weakness or spasticity—always sought 
for as an indication for operative intervention and 
accompanied by changes in reflexes—was of great 
aid in the determination of the site of the injury. It 
was often impossible to tell whether the condition 
was due to extradural bleeding or to brain laceration 
as the typical syndrome of epidural haemorrhage 
was conspicuous by its absence. 

Practically all patients with a fracture of the skull 
complain of headache, and at some time, if not in 
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coma, present the irritability characteristic of me- 
ningeal irritation. Vomiting is of little importance. 

The X-ray findings, when positive, are of great 
value, but the authors disregard a negative report. 

The authors believe that the danger of spinal tap 
has been exaggerated and that the advantages to be 
gained from the procedure in both diagnosis and 
treatment outweigh the risks. 

While the presence of blood in the spinal fluid 
means only subarachnoid hemorrhage from brain 
laceration or pial haemorrhage, it is rarely found in 
traumatic cases without a fracture, and as it is in 
itself an indication of brain injury, should be con- 
sidered an indication for treatment of such an 
injury. 

The treatment of the cases reviewed included: (1) 
the treatment of shock; (2) physical examination 
with especial reference to the eyes and neurological 
signs; (3) cleansing and exploration of scalp wounds; 
(4) blood-pressure readings; (5) spinal tap; (6) 
ophthalmoscopic examinations of the fundi; (7) 
treatment for increased intracranial pressure; (8) 
rest in bed for three weeks; and (9) operation. 

In the majority of cases the pressure was reduced 
to normal by one early spinal tap. When this was 
inadequate, magnesium sulphate by mouth or rectum 
was used in the milder cases, but in the more severe 
cases repeated spinal taps were found most effective. 

When sedatives were required, paraldehyde, so- 
dium bromide, chloral hydrate, and luminal were the 
drugs most commonly used. 

On discharge, the patient was instructed to rest 
for long periods each day. 

In the early stages, while the patient is still in 
shock, operation is probably unwise even when there 
are localizing signs. 

In the cases of patients who died within twenty- 
four hours, the picture was that of severe concussion, 
usually with no signs of local pressure. The patients 
were unconscious and the pupils were fixed, usually 
dilated, and occasionally unequal. The reflexes were 
abolished, and there was a generalized paralysis. 
Respiration was usually deep and stertorous, gradu- 
ally becoming of the Cheyne-Stokes type, while 
the pulse, never full and bounding, gradually be- 
came more feeble and rapid. Autopsy in these cases 
usually showed extensive brain laceration and not 
infrequently localized epidural or subdural hamor- 
rhage, of which there had been no localizing signs. 

Meningitis occurred in seventeen cases. 

The blood pressure and pulse rate were of little 
value in the determination of intracranial pressure. 

Morris H. Kann, M.D. 
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Brown, R. C.: Cranioplasty by the Split-Rib 
Method. J. College Surg. Australasia, 1928, i, 238. 
The graft used in Brown’s method of cranioplasty 
is the outer half of a rib which is split in situ. Brown 
regards the tibial graft as unsatisfactory because it 
does not conform to the shape of the cranial vault, 
and because its removal often disables the patient 
for months. In reporting twenty-one cases in which 
a tibial graft was applied to the skull, Morrison 
stated that all of the patients complained more of 
the pain in the leg than of the pain in the head. 
None of the patients subjected to Brown’s opera- 
tion complained of the thoracic injury, and in all 
who have been examined subsequently the regen- 
erated rib was found to be the replica of its fel- 
low on the opposite side. Most of the repairs have 
become somewhat flattened in the course of time, 
but Brown believes that a more consistent restora- 
tion of outline will be obtained as the result of 
experience. Jacos M. Mora, M.D. 


Lederer, F. L.: Prosthetic Aids in Reconstructive 
Surgery About the Head: Presentation of a 
New Method. Arch. Otolaryngol., 1928, viii, 531. 

In cases in which it is impossible to obtain good 
results from reconstructive surgery about the head, 
the author employs prostheses. He gives the formula 
for the manufacture of the material used and 
describes the procedures by which the prostheses 

are made and applied. J. Frank Doucuty, M.D. 


EYE 


Rodin, F. H.: Perforating Eye Injuries of Young 
Children. California & West. Med., 1928, xxix, 338. 
Rodin reports three cases of perforating injuries 
of the eyeball in children. In the first, enucleation 
was done nineteen months after the injury because 
of blindness and pain. In the second, the pupil be- 
came completely obliterated by adhesion of the iris 
to the corneal scar. In the third, a traumatic 
cataract developed. 

As a rule such injuries cause prolapse of the iris. 
Injury to the lens capsule is common, and there is 
great danger of infection. 

In the treatment, proper cleansing of the eyeball 
and eyelids is of great importance. Atropin should 
be instilled, the prolapsed iris replaced or removed, 
and the wound excised. A bandage should then be 
applied and the patient confined to bed. 

Lyman A. Copps, M.D. 


The Technique of the Motais 


Weeks, W. W.: 
Am. J. Ophth., 1928, xi, 


Operation for Ptosis. 
879. 

Following a review of the literature on the Motais 
operation for ptosis, Weeks describes a suture for 
the superior rectus tendon slip which he has found 
to be secure. The tendon slip is carried through a 
subconjunctival tunnel onto the anterior surface of 
the tarsus and supported by a fold of the levator 
tendon. Tuomas D. ALLEN, M.D. 
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The Correction of the Defect Due 
Arch. Ophth., 1928, 


Wiener, M.: 
to Third Nerve Paralysis. 
lvii, 597. 

For correction of the deformity caused by paralysis 
of the third nerve surgical treatment has not been 
very satisfactory. Jackson and Dransart quite in- 
dependently suggested transference of the tendon of 
the superior oblique muscle to take the place of the 
paralyzed internus. Dransart has transferred the 
tendon of the superior oblique muscle to the external 
rectus. 

Wiener reports two cases of third nerve paralysis 
which he operated upon with good results by sutur- 
ing the superior oblique muscle under the insertion 
of the internal rectus and re-attaching the superior 
rectus. Vircu. Wescorr, M.D. 


Smith, K. R.: Concomitant Strabismus and Heter- 
ophoria. Brit. J. Ophth., 1928, xii, 581. 


Smith states that the cause of convergent squint 
is the arrest of development of binocular vision 
in hypermetropia. Many hypermetropic children 
make good progress in acquiring binocular vision at 
games out of doors and in ordinary use of the eyes, 
but when they are required to use their eyes for 
prolonged near vision, their sight is not sufficiently 
clear or the effort is too great for one eye and one- 
eyed sight results. The unused eye becomes less and 
less sensitive and the binocular vision acquired out 
of doors is lost, one-eyed vision is established, and 
deviation of the unused eye follows. Unless atten- 
tion is paid to the poor eye in the fitting of glasses, 
its sensitivity will not be restored. 

In heterophoria the same sequence of events 
occurs, but the patient is able to retain the binocular 
vision he has acquired. 

The treatment indicated is training of simulta- 
neous vision. ‘The author says, “ Bring about sight 
of the same object with both eyes.” 

Tuomas D. ALLEN, M.D. 


Duggan, J. N.: A Case of Rhinosporidium Kinealyi. 
Brit. J. Ophth., 1928, xii, 526. 

Rhinosporidium kinealyi affects stratified epithe- 
lium, forming cysts lined by flat epithelium ranging 
from 3 to 4 micra in diameter and containing from 
eight to fifteen spores. The cysts burst, discharging 
spores, and are then invaded by leucocytes. 

In the case reported, a small red papule in the 
region of the semilunar fold of the right eye had 
grown in a period of six months to a papilloma-like 
neoplasm covered by a thickened scab which pre- 
vented closure of the lids. The tumor had a broad 
base extending to within 4 or 5 mm. of the limbus 
but not involving the sclera. It was dark red, fairly 
vascular, and not painful unless touched. Vision, the 
eyeball, and the lymphatic glands in the vicinity 
were normal. Before a microscopic examination was 
made the growth was believed to be a papilloma. It 
was removed and patient sent home six days later. 

Lesue L. McCoy, M.D. 
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Berghausen, O.: Tuberculin Therapy in Ocular 
Tuberculosis. Arch. Ophth., 1928, \vii, 583. 

The author states that infection of the eye by the 
tubercle bacillus is usually metastatic. The ocular 
process may show three stages: (1) a small nodule, 
usually in the iris, (2) a violent uveitis, and (3) a 
chronic torpid iridocyclitis with the formation of 
transparent nodules. ‘The second stage is often 
absent or of very short duration. 

The condition must be differentiated, especially 
from syphilis, by physical examination and _ sero- 
logical tests, including tests with tuberculin. Of 
the latter, the intradermal and subcutaneous tests 
are recommended. 

Berghausen reports several cases, in the majority 
of which marked improvement followed the adminis- 
tration of tuberculin. Samuec A. Durr, M.D. 


Gifford, S. R.: Some Modern Preparations Used in 
the Treatment of Glaucoma. Arch. Ophth., 1928, 
lvii, 612. 


Gifford reviews the experimental and clinical work 
done in the treatment of glaucoma during the last 
few years. He discusses the effects of adrenalin and 
its derivatives, derivatives of ergot, hypertonic solu- 
tions, calcium and barium salts, and pituitrin. He 
states that the meagreness of clinical reports on the 
use of these drugs prevents definite judgment as to 
their value, but all of them have interesting possi- 
bilities. Vircit Wescortr, M.D. 


Wolff, E.: A Large Implantation Cyst of the Con- 
junctiva. Proc. Roy. Soc. Med., Lond., 1928, 
xxii, 22. 

Wolff reports the case of a man of sixty years who 
gave a history of having been hit in the right eye five 
years before. ‘Two years later a swelling began at 
the site of the wound and steadily increased in size. 

On examination, there was found a cystic trans- 
lucent swelling which protruded from between the 
eyelids and prevented their closure. The whitish 
scar of the original injury could be seen in the con- 
junctiva near the cornea. The cyst was taken out 
whole. It lay between the conjunctiva and the 
sclera, and was loosely adherent to both except at 
one point. It contained clear viscid mucoid fluid. 

On microscopic examination the wall was seen to be 

lined by several layers of squamous epithelium. 

Lyman A. Copps, M.D. 


Chou, C. H.: A Typical Form of Familial Degener- 
ation of Cornea (Fleischer). Arch. Ophth., 1928, 
Ivii, 574. 

The case reported by Chou was that of a woman 
twenty-seven years old who complained of eyestrain. 
In each cornea there were many gray flake-like 
opacities with clear centers. On slit-lamp examina- 
tion, these were found to be irregular in outline and 
to be formed of many dust-like particles. The 
nerves of the cornea were much more distinct than 
usual. All of the opacities were beneath the surface 
of the cornea, mostly in the stroma, under Bowman’s 
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membrane. The endothelium was normal periph- 
erally, but showed early signs of degeneration in 
the central part of the cornea. The corneal sensibil- 
ity was somewhat reduced, but the general physical 
examination was entirely negative. 

SAMUEL A. Durr, M.D. 


Derby, G. S.: The Nature of So-Called Koeppe 
Nodules. Arch. Ophth., 1928, vii, 561. 


In a case reported by the author, that of a man 
forty-three years of age, vision was 5/200 in the 
right eye and 20/15 in the left eye. In the right eye 
the lens was cataractous and there were many depos- 
its on the posterior surface of the cornea but no 
active inflammation. ‘The iris was somewhat dis- 
colored, and especially around the pupillary margin 
there were many translucent (Koeppe) nodules 
which extended slightly beyond the lesser circle. 
There was slight atrophy of the iris at the margin. 
The left eye showed vitreous opacities and a spot of 
choroidal atrophy. 

The history and the findings of physical examina- 
tion ruled out syphilis and led to a diagnosis of 
tuberculosis. 

A combined extraction was done on the right eye 
with very good results. Verhoeff, who examined the 
excised piece of iris histologically, reported that it 
was free from lymphatic nodules and tubercles and 
that the stroma was infiltrated with plasma cells, 
which also composed the nodules. 

Similar nodules may be found in sympathetic 
disease, leprosy, and “tropical syphilis,’ but are 
not seen in the iritis due to focal infection or ordinary 
syphilis. They are very strongly suggestive of 
tuberculosis. SaMUEL A. Durr, M.D. 


Chance, B.: A Case of Sarcoma of the Iris. Am. J. 
Ophth., 1928, xi, 859. 

The case reported was that of a man forty-two 
years of age who had had a mass in his iris for twenty- 
seven years. The mass was yellow-brown and dome- 
shaped. It occupied the angle of the anterior 
chamber and was attached to the iris in the mid-zone 
by a narrow base. It was somewhat nodular, but not 
transparent or translucent. On its surface there were 
fine capillaries and vascular splotches. There were 
no signs of inflammation. ‘The fundus and the 
tension were normal. Vision was 6/6. The mass was 
removed. 

On examination, it was pronounced a mixed-cell 
sarcoma with melanotic pigment. Eighteen days 
after its excision the globe was enucleated. No 
further involvement of the eye was found, and no 
general metastases have been discovered in the 
subsequent six years. Tuomas D. ALLEN, M.D. 


Young, C. A.: Primary Melanosarcoma of the Iris. 
Am. J. Ophth., 1928, xi, 864. 


Primary melanosarcoma of the iris is a relatively 
rare condition. It occurs as a rule after middle age 
and is characterized by slow growth and late in- 
flammatory symptoms. It is relatively benign, but 
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tends to recur and to form metastases. In a case in 
which enucleation was done eleven years after ex- 
cision of the tumor death resulted from general 
metastasis six years later. 

Young reports the case of a man thirty years of 
age who was hit in the eye nine years previously but 
had no sequele from the injury until one year later 
when a small growth 2 mm. in diameter appeared in 
the anterior chamber: ‘Two years later vision was 
6/9 and the mass, which had grown slightly, was 
brown and showed many blood vessels on its surface. 
Enucleation was then advised. 

When the patient was examined by the author 
shortly before the enucleation and nine years after 
the accident, the brown mass almost completely 
filled the anterior chamber, but there was no in- 
flammation, the cornea was clear, and the iris 
reacted to light and convergence. 

The pathologist reported the tumor to be a spin- 
dle-shaped melanotic sarcoma arising from the iris 
and lying on the posterior surface of the cornea but 
not involving the ciliary body. 

Tuomas D. ALLEN, M.D. 


Juler, F.: Bilateral Obstruction of the Central 
Retinal Arteries. Brit. M.J., 1928, ii, 791. 


The case reported by Juler was that of a man fifty 
years of age who was suffering from cardiorenal 
disease and hypertension. Obstruction of the central 
artery of the left eye was followed one month later 
by similar obstruction in the right eye. The condi- 
tion was believed to be a thrombosis or endarteritis 
rather than embolism. . 

Thrombosis is suggested by the fact that during 
sound sleep the blood pressure is lowered and the 
condition under discussion is first noticed when the 
patient awakens, but MacWilliam has shown that 
during disturbed sleep the blood pressure is fre- 
quently increased even more than by exercise. 

In recent cases of such obstruction of the central 
retinal arteries, treatment with amyl nitrite and 
massage has sometimes seemed to cause improve- 
ment. SAMUEL A. Durr, M.D. 


Chou, C. H.: Angiopathia Retinze Traumatica 
(Purtscher): With Some Remarks on Pigment 
Migration. Brit. J. Ophth., 1928, xii, 570. 


A sixteen-year-old boy was hit on the right orbit 
by a ball. After the injury, a lymphorrhagic area 
developed in the retina along the course of the 
superior temporal vessels, arching over the macula, 
and extending from the disk margin for 5 or 6 p.d. 
About ten days later a fine pigmentation appeared 
throughout the involved part of the retina and on 
the optic disk. 

When the patient was first seen by the author 
about a week after the accident there was a minute 
hemorrhage just above the macula. This quickly 
became absorbed, leaving no trace. Subjectively 
there were central relative and paracentral absolute 
scotomata corresponding in size to the lesions ob- 
served. Tuomas D. ALLEN, M.D. 
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Silva, R.: Surgical Technique for the Removal of 
Subretinal Cysticercus. Am. J. Ophth., 1928, xi, 
867. 

The author reports three cases of subretinal 
cysticercus. In the first, the cysticercus occupied 
the macular region and extended to the optic nerve. 
In its surgical removal, the external rectus was 
temporarily detached at its insertion, the eye 
strongly rotated nasally, and the sclera cautiously 
incised over the cyst until herniation of the choroid 
occurred. By careful manipulation, the cysticercus 
was then removed without rupture of the sac in 
spite of the presence of considerable fibrous tissue. 
Healing was uneventful. 

In the second case the cysticercus had migrated 
from one position to another beneath the retina. It 
was removed by dissection of the sclera over its 
second position. Normal central vision was retained. 

In the third case the cysticercus was free in the 
vitreous. Operation was refused. Five months later 
enucleation of the eye was necessitated by intense 
iridocyclitis. No evidence of suppuration was found. 
The pathological diagnosis was “dead cysticercus in 
the vitreous.” Tuomas D. ALLEN, M.D. 


NOSE AND SINUSES 


Harter, J. H.: Chronic Suppuration of the Maxillary 
Sinus, Including Oral Fistulze: Operative Cure. 
Arch. Otolaryngol., 1928, viii, 523. 


For the treatment of chronic suppuration of the 
maxillary sinus the author prefers the Denker opera- 
tion performed under local anesthesia as it eradicates 
disease in the anterior naso-antral angle, causes 
minimal haemorrhage and shock, and requires less 
postoperative care than other procedures. 

The usual objections to this operation are based 
on the desensitization of the teeth, the alleged sud- 
den release of the accumulated secretion, the diffi- 
culty of the technique, and the weakening of the 
bony framework of the face. According to Harter, 
these criticisms are fallacious. 

The desensitization is temporary and does not 
affect the vitality of the teeth. The release of 
accumulated discharge when the patient lowers his 
head is unusual when the operation is properly per- 
formed. ‘The difficulties of the technique are les- 
sened by local anwsthesia. The weakening of the 
bony framework of the face is not serious. 

Harter regards the intranasal operation with dis- 
favor. He states that the Caldwell-Luc operation 
has a tendency to be followed by narrowing or 
closure of the naso-antral window, thickening of the 
naso-antral wall, and the formation of irregular sup- 
purative tracts within the newly formed bone. 

W. M. Paton, M.D. 


McGregor, G. W.: The Formation and Histological 
Structure of Cysts of the Maxillary Sinus. 
Arch. Otolaryngol., 1928, viii, 505. 

Secreting, dental, and mesothelial cysts of the 
maxillary sinus are of infectious origin. ‘The primary 








cause of secreting cysts is damage to the cilia of the 
gland tubules by infection. (Edema, infiltration, 
and fibrosis are contributory factors. The lining 
epithelium of secreting cysts undergoes various 
pathological changes. These cysts commonly occur 
in the maxillary sinus and are frequently seen in 
roentgenograms. 

Dental cysts arise from epithelial rests which are 
stimulated into activity by infection. Large phago- 
cytic cells or clasmatocytes have been demonstrated 
by the author in their contents. ‘These cells are 
derived from the monocytes and suggest a tuber- 
culous factor in the production of the cysts. 

Mesothelial cysts are due to the accumulation 
of tissue fluids in the tissue spaces. They are found 
in an oedematous mucous membrane and are filled 
with tissue fluid. Secreting cysts contain mucus. 

Cysts should be viewed with suspicion as they 
occur only in the presence of a pathological process 
and may act as a focus of infection. 

The article contains a number of photomicro- 
graphs. W. M. Paton, M.D. 


NECK 


Carson, A., and Dock, W.: The Effect of Iodine upon 
Experimental Hyperthyroidism in Man. Am. 
J.M.Sc., 1928, clxxvi, 701. 

In the authors’ studies of the effects of iodine in 
experimental hyperthyroidism in man, the equiva- 
lent of the hyperthyroid state was induced in four 
persons (two of them the authors) by the ingestion 
of thyroid extract. Iodine was given in the form of 
Lugol’s solution. Observations were made on the 
pulse rate, the basal metabolic rate, and the symp- 
toms. 

All four subjects went through a mild hyperthy- 
roidism with its concomitant symptoms of tachy- 
cardia, palpitation, anorexia, excessive fatigue, and 
nervousness. The metabolic rate gradually increased 
as the ingestion of thyroid extract was continued. 
After the experimental hyperthyroidism was well 
developed, Lugol’s solution was given, the thyroid 
extract being continued as before. In two cases the 
Lugol’s solution and the thyroid extract were not 
kept up at a constant ratio; consequently the results 
are subject to criticism. In the other two cases, 
Lugol’s solution was continued over a period of six 
days, which is ample time for clinical improvement 
from iodine therapy. There was no improvement of 
any kind in either of these subjects. 

The authors conclude that these experiments 
present further evidence against the conception that 
hyperthyroidism is due to a qualitatively perverted 
secretion of the thyroid gland, and that the impo- 
tence of iodine in these cases in which the thyroid 
was not diseased points to the gland itself as the 
site of action of iodine in hyperthyroidism. The 
article is summarized as follows: 

1. A state of artificial hyperthyroidism was pro- 
duced in four adult males by the ingestion of thyroid 
extract. 
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2. Iodine had no effect upon this pathological 
condition. 

3. The results suggest that the therapeutic 
effect of iodine in hyperthyroidism is produced by 
the action of the iodine on the thyroid epithelium. 

J. Epwin Kirkpatrick, M.D. 


McCullagh, E. P.: The Parathyroid Glands: Their 
Relationship to the Thyroid, with Special 
Reference to Hyperthyroidism. Arch. Int. Med., 
1928, xlii, 546. 

McCullagh reviews the literature; embryology; 
gross, microscopic, and comparative anatomy; extir- 
pation experiments (hypertrophy of one set of 
parathyroid glands after removal of another set; 
hypertrophy of the parathyroid glands after thyroid- 
ectomy; hypertrophy of the thyroid after para- 
thyroidectomy); the effects of feeding thyroid ex- 
tract on the function of the parathyroid glands; the 
effects of the administration of parathyroid extract 
on the function of the thyroid gland; the structure 
of the thyroid after the administration of parathy- 
roid extract and of the parathyroid glands in hyper- 
thyroidism; tetany and endemic goiter; and the 
function of the parathyroid glands and a method of 
measuring it. 

Six theories as to the cause of tetany are dis- 
cussed, and four series of experiments which were 
carried out to determine the blood-calcium changes 
in hypothyroidism and hyperthyroidism are _ re- 
ported. 

In the first group of experiments, 96 determina- 
tions of the serum calcium were made in 27 cases of 
hyperthyroidism in which bilateral ligation of the 
superior thyroid artery was performed. In_ the 
second group, 35 determinations of the serum cal- 
cium were made in 18 cases of hyperthyroidism in 
which lobectomy was performed. In the third group, 
177 serum-calcium determinations were made in 54 
cases of thyroidectomy. In the fourth group, 139 
serum-calcium determinations were made in 139 
cases in which the basal metabolic rate was deter- 
mined coincidentally, the blood for the test being 
taken in every case in the morning before the inges- 
tion of food and within an hour after the metabolism 
test. 

In the cases in which ligation of the superior 
thyroid arteries was done there was no definite de- 
crease in the serum calcium. After lobectomy, the 
serum calcium showed a decrease, and after thy- 
roidectomy, a much more marked decrease. In 94 
per cent of the 139 cases of hypothyroidism and 
hyperthyroidism, the serum calcium was found to be 
normal and no relationship to the basal metabolic 
rate was observed. 

In the results of these experiments there was 
nothing to indicate an abnormal functioning of the 
parathyroid glands in either hypothyroidism or 
hyperthyroidism except when there had been actual 
trauma or removal of these glands. The author has 
found no indication for the use of parathyroid hor- 
mone in hyperthyroidism. Cart R. SretmKe, M.D. 
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Looper, E. A., and Schneider, L. V.: Laryngeal 
Tuberculosis: A Study of 500 Patients Treated 
at the Maryland State Sanatorium from 1923 to 
1928. J. Am. M. Ass., 1928, xci, 1012. 


As laryngeal involvement is the most serious com- 
plication of pulmonary tuberculosis, frequent throat 
examinations should be made in cases of tuberculosis 
of the lungs as the earlier the diagnosis is established 
the more promising the prognosis. Of 3,227 pa- 
tients with pulmonary tuberculosis who were treated 
by the authors, 15.5 per cent showed laryngeal com- 
plications. These occurred more frequently in men 
than in women and were most common between the 
ages of twenty and forty years. 

The use of the voice seems to play no part in the 
development of tuberculous laryngitis. Pathologically 
the condition is secondary to the pulmonary infec- 
tion and affects, in decreasing order of frequency, the 
vocal cords and ventricular bands, the cords and 
arytenoids, and the posterior wall and interarytenoid 
sulcus. The most common symptoms are a change in 
the voice, parwsthesias, pain, reflex otalgia, and dys- 
phagia. The condition must be differentiated from 
catarrhal laryngitis, luetic infection, and carcinoma. 

The prophylaxis includes periodical laryngoscopic 
examinations of tuberculous patients and all possible 
conservative measures for the correction of patho- 
logical conditions in the upper respiratory tract. 
Active. treatment is best given in a sanatorium. 
Absolute vocal rest is essential. In the local treat- 


ment, the use of the electric cautery has been so suc- 
cessful that it is now preferred by the authors to all 
It was followed by improvement 


other methods. 
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with healing in 65.5 per cent of the authors’ cases 
with moderate lung involvement and in 26.5 per cent 
of those in which the lung condition was far ad- 
vanced. Even in hopeless cases it is of great value as 
it relieves pain and coughing. The cauterization is 
done under local anaesthesia by the indirect method 
at monthly intervals. Contra-indications are a high 
fever, marked asthenia, and a high blood pressure. 
Gerorce R. McAuuirr, M.D. 


Thomson, Sir St. C.: Intrinsic Cancer of the Larynx 
Operated on by Laryngofissure: Immediate 
and Ultimate Results. Arch. Otolaryngol., 1928, 
viii, 377. 

The author defines laryngofissure as practiced by 
himself in cases of intrinsic cancer of the larynx as a 
partial laryngectomy in which the anterior commis- 
sure in front, part of the arytenoid behind, the 
ventricular band above, and the subglottic area 
below are excised with the perichondrium lining the 
thyroid cartilage. 

He reviews seventy cases in which this operation 
was performed. The patients ranged in age from 
thirty to more than eighty years. Sixty-three were 
males. Three died within four days after the opera- 
tion, seven died from malignant disease in another 
part of the body, eleven died from a local recurrence, 
and eighteen died from other causes, but forty-eight 
were still alive and apparently well at the end of 
three years. 

The author concludes that if intrinsic carcinoma 
of the larynx is diagnosed early, the best treatment 
is laryngofissure. Manror R. Wattz, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Armour, D.: Some Considerations on Head In- 

juries. Proc. Roy. Soc. Med., Lond., 1928, xxii, 11. 

This article is limited to a consideration of head in- 
juries without skull fracture. 

Over a century ago, Bell advocated more conserv- 
ative treatment of brain injuries. Because of erro- 
neous conceptions, still being advanced by the text- 
books, many lose sight of the fact that the skull 
fracture is of much less importance than the type 
and degree of injury to the brain. Concussion as 
defined by Trotter is a transient state of instan- 
taneous onset without evidence of structural cere- 
bral injury. We now know that this cannot be true 
in all cases since the effects may last for long periods 
of time and there must be definite cerebral damage 
of varying degree. ‘The theories differ as to the 
extent and type of the damage. Osnati and Giliberti 
use the term “traumatic encephalitis” in place of 
‘“‘postconcussion neurosis.” 

Headache, one of the most common symptoms 
following concussion, is probably due to a disturb- 
ance of the normal pressure relationships in the 
cerebrospinal fluid. Groups of cases of concussion 
without head wounds or skull fractures have been 
reported as showing in a large percentage an excess of 
albumin and increased sugar as well as changes in 
the tension of the spinal fluid. The factors of 
secretion, absorption, and circulation as well as 
those which determine the volume of the cranial 
contents are responsible in one or another combina- 
tion for the increase in fluid tension. A decrease in 
tension is not so easily explained. 

Clinically there is a parallelism between blood 
pressure and spinal fluid pressure, but the former is 
not a safe index of the latter except in the late stages 
or extreme conditions. The significance of the 
presence or absence of blood in the spinal fluid is 
often overstressed. The all-important factor is the 
fluid pressure. 

The pupils vary in size and reaction to light 
according to the degree of shock and the stages 
of the cerebral compression. Cranial nerves are 
injured in about 12 per cent of head injuries. 
Repeated observations should be made of the optic 
disks as the degree of papilloedema is often propor- 
tionate to the severity and duration of the intra- 
cranial compression. The earlier changes are venous 
engorgement followed by blurring of first the nasal 
and later the temporal margins. 

Lumbar puncture should be employed more fre- 
quently as a therapeutic measure in both acute 
and chronic cases, but its danger should be remem- 
bered and the fluid withdrawn slowly. 


NERVOUS SYSTEM 


The use of hypertonics is another valuable means 
of reducing pressure non-surgically. Glucose is the 
safest of the substances thus far tried out. 

AvBert S. Crawrorp, M.D, 


Symonds, C. P.: The Differential Diagnosis and 
Treatment of Cerebral States Consequent 
upon Head Injuries. Brit. M. J., 1928, ii, 829. 


This article deals chiefly with the definition, differ- 
ential diagnosis, treatment, and prognosis of cerebral 
concussion and major and minor contusion, but 
touches briefly upon intracranial arterial hamor- 
rhage and subdural haematoma. 

Concussion is defined as that condition of subtotal 
cessation of cerebral function which immediately 
follows an injury to the head, lasts only a few mo- 
ments, and is succeeded by complete recovery within 
twenty-four hours. 

Major contusion is defined as a condition following 
concussion in which the patient partially regains his 
senses but remains stuporous, restless, and irritable 
for weeks and then shows gradual improvement. 

Minor contusion is defined as the condition follow- 
ing concussion in which the patient complains for 
several weeks of headache, giddiness, and mental 
disability. 

Of seventy-one patients traced by the author for 
at least a year after the accident which brought them 
under his care, twenty-eight (52 per cent) of the 
fifty-four who had suffered from a major contusion 
and five (29.5 per cent) of the seventeen who had 
suffered from a minor contusion were able to do full 
work; twenty-four (44 per cent) of the former and 
seven (41 per cent) of the latter were able to do 
light work; and two (4 per cent) of the former and 
five (29.5 per cent) of the latter were totally inca- 
pacitated. Eric OLpBerRG, M.D. 


Graff, E. L.: A Case of Congenital Cerebral Aneu- 
rism. Guy’s Hosp. Rep., Lond., 1928, Ixxviii, 493. 


Graff reports a case of fatal rupture of an aneurism 
of the right posterior cerebral artery in a man 
twenty-five years of age. The aneurism was un- 
doubtedly of congenital origin. There had been 
three previous periods of leakage, the first at the 
age of ten years, the second at the age of nineteen 
years, and the third, one year prior to the final rup- 
ture. 

Little could be learned regarding the details of the 
first leakage, but it came on suddenly while the 
patient was bending over to lace his shoes, resulted 
in unconsciousness for twenty-four hours, and 
confined the patient to bed for three weeks. ‘The 
second accident occurred suddenly while the patient 
was at work. There was dizziness with a right tem- 
poral pain followed first by numbness and then by 
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paralysis of the left side of the body. The patient 
quickly became semi-comatose. His recovery was 
fairly rapid, and after five weeks the only abnormal 
signs were slight residual motor and sensory impair- 
ment on the left side and a persisting field defect 
which had been a left lower quadrant hemianopsia. 
Five months later it was observed that these im- 
pairments had persisted and there was lateral 
nystagmus of both eyes. The diagnosis at that time 
was disseminated sclerosis. The third attack came 
on when the patient arose from bed after being ill 
with influenza for ten days. The signs were exactly 
the same as in the previous attacks, but there was 
no loss of consciousness. Recovery was again rapid 
with the same residual impairments. 

The fourth and final attack came on after a day’s 
work. The patient became deeply unconscious. 
Complete paresis developed on the left side and there 
was a divergent strabismus, but no sign of meningeal 
irritation was noted. The pupils did not react to 
light. The right pupil was widely dilated and the 
left of pin-point size. Lumbar puncture showed in- 
creased pressure. The fluid was almost pure blood. 
Death occurred after about twenty hours. 

At autopsy, no signs of arteriosclerosis or cardio- 
vascular disease were found. The hardened brain 
showed an aneurism of the right posterior cerebral 
artery measuring about 34 by ™% in. The course 
taken by the blood from the ruptured aneurism was 
followed through the right optic thalamus and the 
right lateral ventricle into the anterior horn of the 
left lateral ventricle. 

The four groups of symptoms caused by leakage 
or rupture of a cerebral aneurism are: (1) those in 
elderly persons with arteriosclerosis, (2) those simu- 
lating meningitis, with loss of consciousness, (3) those 
with no loss of consciousness but with typical signs 
of meningitis, (4) those with signs of intracerebral 
haemorrhage without meningeal signs. 

The author’s case belongs in the last group. In a 
young subject with a negative Wassermann reaction 
and no arterial disease or infective endocarditis, the 
probable cause of recurrent hemiplegias on the same 
side is the leakage of a congenital cerebral aneurism. 

Apert S. Crawrorp, M.D. 


SYMPATHETIC NERVES 


Leriche, R., and Fontaine, R.: An Experimental 
and Clinical Contribution to the Question of 
the Innervation of the Vessels. Surg., Gynec. & 
Obst., 1928, xlvii, 631. 

The authors investigated the effects of pain-pro- 
ducing substances, local anawsthesia, heat, cold, 
irritating solutions, and time in cases in which the 
innervation of arteries had been disturbed by peri- 
arterial sympathectomy, peripheral nerve section, 
excision of the sympathetic trunk or its ganglia, or 
partial or complete section of the spinal cord. In 
addition, they studied the changes in the blood pres- 
sure and the hyperamia in affected areas. On the 
basis of the results of these investigations they sug- 


gest that vascular reflexes may be divided into the 
following groups: (1) peripheral vascular reflexes 
having their centers in intramural plexuses; (2) 
vascular changes through axone reflexes; (3) intra- 
sympathetic reflexes which have their centers in the 
ganglia of the sympathetic trunk; (4) medullary 
vascular reflexes; and (5) cerebral vascular reflexes. 

Upon this hypothesis, they explain the phenomena 
following sympathectomy as follows: 

After a periarterial sympathectomy the contraction 
of the arterial segment operated upon is the result 
of direct trauma to the intramural peripheral centers. 
The contraction lasts only a few hours, and the vaso- 
dilation which follows it is produced by long reflexes. 
lor this reason it may be bilateral and even produce 
modifications in the maximum and minimum pres- 
sure and the oscillatory index in all four extremities. 

Periarterial sympathectomy changes the circula- 
tion in the extremity operated upon and produces 
an increase in the local heat. The local changes are 
less marked than those following sympathectomy 
because periarterial sympathectomy interrupts 
fewer pressor fibers. The hyperamia is less marked 
and less persistent than after the operation on the 
sympathetic trunk. 

After operations on the sympathetic trunk, the 
vascular changes are the same as those occurring 
after periarterial sympathectomy, but as the arterial 
wall is not directly injured, the initial contraction 
does not occur. 

The authors draw the following conclusions: 

1. The motor innervation of the vessels is due to 
peripheral nerve plexuses in the arterial wall itself. 

2. The extrinsic nerves of the vessels play the 
role of association fibers with a pressor or depressor 
effect. . 

3. The simplest vascular reflex has the peripheral 
plexuses as a center. The reaction to heat and cold 
is a reflex of this kind. 

4. More complicated and longer reflexes exist. 

5. Every vasomotor reaction should be consid- 
ered from the standpoint of its influence upon the 
general circulation and upon the local circulation 
of the limb subjected to operation. 

The authors state that their theories of vasomotor 
activity are not contradicted by anatomical facts. 
They contend that even though vessels may be seg- 
mentally innervated, periarterial sympathectomy 
may, through long reflexes, produce general changes 
in the circulation and lower arteriole-capillary pres- 
sure by the suppression of pressor fibers, thus pro- 
ducing an increase of local heat. 

Eric OLpBERG, M.D. 


Fulton, J. F.: Vasomotor and Reflex Sequelz of 
Unilateral Cervical and Lumbar Ramisectomy 
in a Case of Raynaud’s Disease, with Observa- 
tions on Tonus. Ann. Surg., 1928, |xxxviii, 827. 


The case reported was that of a patient who 
originally entered the hospital afflicted unmistak- 
ably with Raynaud’s disease in all four extremities. 
A radial periarterial sympathectomy was done first 
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and later a right ramisectomy involving the fifth, 
sixth, seventh, and eighth cervical, the first thoracic, 
and the second, third, and fourth lumbar rami. In 
addition, the lower end of the sympathetic trunk 
was severed. The patient was followed for a year 
subsequent to the operation. The observations 
made in this case are summarized as follows. 

1. Immediately after the second operation (the 
first was unsuccessful), all deep reflexes which pre- 
operatively had been equal were markedly depressed 
upon the side operated upon. In the right lower 
extremity the pulse became more full and the right 
foot became 3 degrees C. warmer than the left 
foot. Horner’s syndrome was noted on the right 
side. 
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2. One year after the operation, the altered 
reflexes, Horner’s syndrome, and the thermal dif- 
ferences were still persisting. There were no fur- 
ther symptoms of ischemia in the right foot, but 
the right hand was not appreciably benefited by the 
operation. In the right lower extremity a per- 
manent and well-marked diminution of resting tonus 
(as estimated by assuming that the knee jerk is an 
index of tonus in the quadriceps, being a fractional 
manifestation of the stretch reflex which, in the 
author’s opinion, is responsible for the maintenance 
of tonus) had existed since the operation. 

The article contains tables of skin-temperature 
observations made with the new and accurate Bene- 
dict thermocouple. Eric OLpBeRG, M.D. 
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CHEST WALL AND BREAST 


Kilgore, A. R.: Chronic Cystic Mastitis—Its Rela- 
tion to Cancer of the Breast. California & West. 
Med., 1928, xxix, 289. 

In the non-productive, non-hyperplastic type of 
chronic mastitis, the blue-domed cyst of Bloodgood 
is the end-result. This is a simple serous, non- 
malignant, fibrous-walled cyst unlined by epithelium. 

In the productive or hyperplastic type of chronic 
mastitis, the epithelial lining of the ducts is pro- 
liferated first into several layers or folds and finally 
into papillomata of macroscopic size composed 
almost entirely of epithelium. 

Cancer arises from epithelium only. Few cancers 
springing from serous cysts of the breast have been 
reported. In the productive hyperplastic type of 
chronic mastitis the development of cancer is 
common. 

In the non-productive type of mastitis, removal 
of the mass with a small amount of the surrounding 
tissue is sufficient. In the productive hyperplastic 
type, the removal of all tissue involved is necessary. 

Pau W. Sweet, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Ochsner, A.: Bronchography According to the 
Passive Technique. The Method of Choice for 
the Roentgenologist. Radiology, 1928, xi, 412. 


Following the discovery of the X-rays, many 
attempts at bronchography were made, but before 
the introduction of iodized oil in 1922, they were 
seldom successful. Since 1922, bronchography has 
become a well-established procedure. 

Bronchography is indicated in all chronic pul- 
monary affections in which the diagnosis is not clear. 
It serves as a means of differentiating between bron- 
chiectasis and lung abscess, and between bronchiec- 
tasis and pulmonary tuberculosis in cases in which 
the tubercle bacilli have not been found. It will 
reveal tumors and strictures of the bronchi, the 
relationship of a foreign body in the parenchyma of 
the lung to the bronchi, and the degree of collapse 
of the lung. A bronchographic examination should 
be made in all cases of cough persisting for more 
than four months. 

The filling of the bronchial tree must be observed 
under the fluoroscope as the oil is quickly aspirated 
into the alveoli and the resulting haziness may 
obscure the dilated bronchus. Plates should be 
taken for confirmation and record. By turning the 
patient and viewing the chest from different angles, 
errors of magnification may be avoided. 

The method used by the author to introduce the 
iodized oil into the bronchi is known as the “‘passive”’ 


method. After the mouth has been cleansed with 
an antiseptic mouth wash, the anterior tonsillar 
pillar is swabbed with a 1o per cent solution of 
cocaine from the uvula to the angle between the 
pillar and the tongue. When the swallowing reflex 
has been abolished, as determined by immobility of 
the larynx on attempted deglutition, the patient is 
given 3 or 4 c.cm. of a 3 per cent solution of novocain 
and instructed to tip the head backward, protrude 
the tongue, lean toward the affected side, and 
breathe. The novocain is given to allay the cough 
reflex. The pillars are then again swabbed with 
cocaine as its effect is of short duration and the 
fluoroscopic examination is begun. The patient then 
takes 10 c.cm. of iodized oil into the mouth and 
aspirates it as before, leaning toward the affected 
side. After expectoration of any saliva, 1oc.cm. more 
are aspirated and a plate is taken. This procedure is 
not unpleasant to the patient. 
Georce A. Cotitett, M.D. 


Stovall, W. D., and Greeley, H. P.: Bronchomycosis. 
J. Am. M. Ass., 1928, xci, 1340. 

Stovall and Greeley report eighteen cases of pri- 
mary infection of the lung by yeast-like or other 
fungi. ‘They were able in each case to isolate the 
invading organism. A review of the literature shows 
a paucity of such cases due no doubt to the fact that 
these organisms are not sought for in routine exam- 
inations of the sputum. 

In twelve of the eighteen cases in which the 
fungus alone was considered responsible for the con- 
dition the organisms isolated produced lesions in 
animals. 

The authors classify the organisms morphologi- 
cally into two groups: (1) the yeast-like forms, 
cryptococci, oidium, monilia, saccharomyces, and 
endomyces, and (2) the filamentous or bacillary 
forms, such as the actinomyces group. 

In the mild type of infection thei are very few 
symptoms and improvement results after several 
months of mild illness. The severe type is not un- 
like tuberculosis, but its symptoms are not so severe 
as the extent of the pathological changes would 
suggest. ‘There is a moderately severe cough with 
scant expectoration of mucopurulent material which 
may be blood-tinged. The leucocyte count is either 
normal or slightly elevated, while the increase in 
temperature is only slight. 

The authors believe that in the absence of any 
other etiological evidence, a diagnosis of bronchomy- 
cosis is warranted when sputum examinations show 
the presence of yeast-like or other fungi. 

Of the eighteen patients seen in the last two 
years, one is dead and the others are in various 
states of ill health. Some are improving while others 
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are not doing so well. Potassium iodide, copper 
sulphate, the X-rays, and thymol have been used 
with variable success. 

Manvue  E. Licurenstein, M.D. 


Archibald, E. W.: The Selection of Cases of Pul- 
monary Tuberculosis for Surgical Interven- 
tion. New England J. Med., 1928, cxcix, 1025. 

The first and largest group of cases of pulmonary 
tuberculosis suitable for operation are the chronic, 
chiefly unilateral, fibrotic, and ulcerative cases un- 
complicated by an active process in the other lung. 
Patients with this type of tuberculosis of the lung 
are adults with a long-standing infection who show 
marked resistance. They are the “good chronics” 
who, in spite of treatment, never progress far 
enough to resume community life. 

Of thirty-one patients of this type whose cases are 
reviewed, two died following operation. One died 
from typhoid fever seven weeks after the operation 
and after an excellent postoperative recovery. The 
other died from acute pneumonia in the other lung 
eight days after the operation, which was done in 
one stage. Of the remaining patients, twenty-one 
were operated upon more than eighteen months ago, 
and of these, half have been cured and the others 
show marked improvement. 

The second large group of cases discussed by the 
author are the chronic cases in which treatment 
causes improvement for about a year but the le- 
sions then spread, the cavities increase, and the fever 
recurs. Tor this group also operation is advised al- 
though the mortality is alittle higher and the prog- 
nosis is less favorable than in the first group. 

A third group of cases are those called the “ poor 
chronics,”’ which show a steady advance in the dis- 
ease. In these also operation is advisable as in the 
majority it results in improvement. The primary 
mortality is high but, without operation, recovery 
never results. 

Cases in which, although the process may be uni- 
lateral, cavitation and fibrosis are both excessive 
and the patient shows evidence of years of infection 
are terminal cases in which there is nothing to be done. 

Other classifications and subgroupings may be 
made, but in the main they are relatively few except 
in the large group in which artificial or acquired 
pneumothorax has been maintained for the early 
exudative forms. To the internist is left the task 
of deciding when pneumothorax should be allowed 
to lapse, but the danger of rupture of the cavity into 
the artificial pneumothorax with resulting empyema 
must be constantly borne in mind. On the whole it 
is better to substitute a thoracoplasty for a pneumo- 
thorax because a thoracoplasty obliterates the pleu- 
ral space. WILttaM E. SHacKLeton, M.D. 


Thearle, W. H.: Surgical Operations in Pulmonary 
Tuberculosis. California & West. Med., 1928, xxix, 
300. 

The surgical procedures recognized as valuable 
aids in pulmonary tuberculosis are phrenicectomy, 


pneumolysis, artificial pneumothorax, and extra- 
pleural thoracoplasty. Phrenicectomy and pneu- 
molysis are of value chiefly as supplementary 
measures to artificial pneumothorax and thoraco- 
plasty. The author discusses the purpose of the 
various operations, the selection of the cases, the 
pre-operative and postoperative care, and the re- 
sults. ‘Twelve cases of operation for pulmonary 
tuberculosis are reported. 

Thearle agrees with Brown that if a patient with 
a large unilateral process shows no definite improve- 
ment after rest in bed for from two to three months, 
the advisability of phrenicotomy, pneumothorax, or 
thoracoplasty should be considered, and that in all 
cases in which cavities of any size are demonstrated 
by the X-ray, active surgical interference should be 
considered at once. Emit C. Ronrrsnek, M.D. 


Carter, B. N.: Surgical Collapse of the Chest Wall 
as a Method of Treating Pulmonary Tuber- 
culosis. J. Med., Cincinnati, 1928, ix, 431. 


Ixtrapleural thoracoplasty consists in the resec- 
tion of portions of the first to the tenth or eleventh 
ribs inclusive from their articulations with the spine. 
The resection is done subperiosteally. In general, 
from 12 to 15 cm. are removed from the fourth to 
tenth ribs inclusive; from 6 to 8 cm. from the 
second and third ribs; and 3 cm. from the first rib. 
The first rib should always be divided as the chest 
wall hangs upon it and complete collapse depends 
on its division. Partial excision of the eleventh rib 
allows the diaphragm to rise and partially paralyzes 
it, effects of importance in lesions toward the base 
of the lung. 

The operation should be performed under local or 
light nitrous oxide anesthesia or both. 

Collapse of the chest places the lung at rest; col- 
lapses the walls of cavities; lessens the movement of 
the lymph, thereby preventing t¥ansmission of the 
disease into new locations in the lungs; and stimu- 
lates fibrous tissue formation in the compressed lung. 

It is indicated for the chronic fibrous type of pul- 
monary tuberculosis with or without cavity forma- 
tion and for essentially unilateral pulmonary tuber- 
culosis in a patient with good resistance in whom 
satisfactory artificial pneumothorax cannot be in- 
duced. Howarp A. McKnicut, M.D. 


Cutler, E. C.: The Experimental Production of 
Postoperative Abscess of the Lung. Edinburgh 
M.J., 1928, xxxv, 213. 

Many years of careful study of postoperative pul- 
monary complications has led to the belief that 
such complications are due largely to embolism from 
the wound rather than to inhalation and aspiration. 
This opinion is supported by Mikulicz who first 
pointed out that pulmonary complications follow op- 
erations under local anaesthesia about as frequently 
as they follow operations under general inhalation 
anesthesia; that they are more frequent in septic 
cases; that their incidence has not been reduced by 
the great improvement that has been made in the 
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induction of general anesthesia; and that they 
occur most frequently in cases operated upon by 
surgeons whose technical care of the wound and 
hemostasis are faulty. 

Abscess of the lung is but one of the many clinical 
forms of postoperative sequela which may have a 
common etiology. 

Experimental attempts to cause the formation of 
an abscess of the lung by introducing bacteria and 
foreign bodies into the bronchi were uniformly un- 
successful, but when bacteria were brought to the 
lung in capsules or small segments of a vein in the 
form of an embolus, abscess formation frequently 
resulted. Bacteria brought to the lung in the form 
of a free infected blood clot caused diffuse pneu- 
monitis. In other experiments attempts were made 
to produce the clot in the dog’s vein; to determine 
the effects of coughing; and to produce mixed 
infections by introducing mouth anaerobes, spiro- 
chetes, and fusiform bacilli. 

The investigations permitted the conclusion that 
lung abscess can be produced in dogs by the lodg- 
ment of an infected embolus; that diffuse pneumoni- 
tis, rapidity of healing, and even lung abscess is 
determined by the balance between the immunity 
of the host and the virulence of the organism; and 
that perhaps in man the chronicity is due to second- 
ary invasion by mouth bacteria. 

The lesson is applicable to the larger field of all 
postoperative pulmonary complications. The evi- 
dence suggests that some, if not most, lesions of this 
type are the result of embolism due to surgical 
manipulations, and that a ‘gentle technique and 
perfect asepsis will do more to obviate them than 
improvement in anesthetic apparatus. 

WILLIAM E. SHACKLETON, M.D. 


Hedblom, C. A., Joannides, M., and Rosenthal, S.: 
Pulmonary Abscess—An Experimental Study. 
Ann. Surg., 1928, Ixxxviii, 823. 


Pulmonary abscess has been ascribed to the aspira- 
tion of infected material from the oral or naso- 
pharyngeal passages and to the entrance of infected 
emboli into the pulmonary tissue by way of the blood 
stream. ‘The latter view has for its support the 
experimental work of Cutler who produced such 
abscesses by injecting infected emboli into the jugu- 
lar vein. The former view has been supported by the 
discovery of aspirated material in the abscesses and 
by the findings of Lemon who noted aspiration of 
mucus and other substances during the course of 
general anesthesia. Lemon found also that lowering 
of the head below the level of the feet prevented 
aspiration in the animals used for his study. 

In a bronchoscopic study of 100 patients under- 
going tonsillectomy under light general anesthesia, 
Myerson found that abolition of the cough reflex is 
of great importance in aspiration. Of 22 cases in 
which the cough reflex was not abolished, blood or 
mucus was found below the larynx in only 4, whereas 
of 78 cases in which the cough reflex was abolished, 
blood or mucus was found distal to the larynx in 72. 


Corper found that in dogs and rabbits placed in a 
horizontal position aspiration of fluids introduced 
into the nose occurred readily only when anesthesia 
was induced. 

Other factors of importance in the etiology of 
pulmonary abscess are the nature and virulence of 
the infecting organism. The organisms usually found 
in pulmonary abscesses are known under the general 
name of “fusospirochetes” and include Vincent’s 
spirochetes, fusiform and pyogenic, bacilli, diph- 
theroids, and the bacillus influenzae. By producing 
conditions similar to those of tonsillectomy, the au- 
thors have been able to produce pulmonary abscesses 
with these organisms in 70 per cent of the dogs 
used in their experiments. 

In the experimental work reported in this article, 
67 intrabronchial injections of infected materials 
were performed. Abscesses were produced in 20 
animals (29.8 per cent). The authors’ results and 
conclusions are summarized as follows: 

Aspiratory abscesses can be produced in the dog 
if the cough reflex is controlled sufficiently long to 
allow the infected liquids to’settle in the alveoli. The 
greatest number of abscesses (71 per cent) occurred 
in dogs which received fresh blood mixed with spu- 
tum that contained numerous fusospirochates mixed 
with pyogenic organisms. Pyogenic organisms mixed 
with blood did not cause abscesses. A lower per- 
centage of abscesses was produced by the injection of 
gastric contents, pyorrhoea scrapings, or combina- 
tions of these mixed with small pieces of tonsil and 
teeth. In one instance an abscess the size of a hen’s 
egg was found seven days after the aspiration of 
sputum mixed with fresh blood. ‘The fact that this 
abscess was not in communication with a bronchus 
seems to disprove the theory that, in contradistinc- 
tion to embolic pulmonary abscesses, aspiratory 
abscesses are not walled off. 

MANUEL E, Licutenstein M.D. 


HEART AND PERICARDIUM 


Kahn, M. H., and Barsky, J.: Angina Pectoris. A 
Clinical Analysis of 200 Cases. Ann. Int. Med., 
1928, ii, 401. 

The authors present the findings of a study of 200 
cases of angina pectoris under observation for a 
period of several years. They state that while the 
typical picture is easy to recognize, borderline cases 
present a modified clinical picture that may cause 
confusion. ‘‘Angina minor’’ is a term applied to a 
rather transient attack of anginal pain of moderate 
severity. In addition to these mild cases there are 
those with prodromal symptoms. Prodromal symp- 
toms occurred in 83 of the 200 cases reported. These 
are cases which are easily overlooked until a typical 
attack occurs some time later. Most commonly the 
patient experiences a burning sensation or burning 
pain behind the sternum for a considerable time 
before an attack. Mild dyspnoea with palpitation 
is also frequent. Less often there is fatigue on exer- 
tion, loss of consciousness, or paroxysmal tachy- 
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cardia. ‘Tender spots on the chest wall over the 
sternum and pectoral regions were present in 65 of 
the 200 cases. 

Twenty-two per cent of the patients had their 
initial attack before the age of forty years, while 
almost 40 per cent had their first attack between the 
ages of forty and fifty years. The ratio of males to 
females was 3:1. Seventy-nine of the 200 patients 
gave a history of recurring tonsillitis, and 11 a 
history of acute articular rheumatism. Rheuma- 
tism is to be considered as a possible cause of the 
condition. Only 8 patients gave a positive history 
or blood test for syphilis. ‘Twenty-three were di- 
abetics. The importance of tobacco and alcohol 
in the causation of angina pectoris is disputed. 
That arteriosclerosis is the outstanding condi- 
tion is indicated by the tortuous peripheral and 
retinal vessels, arcus senilis, and arteriosclerotic 
renal changes. In the cases reviewed, the arterial 
blood pressure did not appear to be an etiological 
factor. The largest percentage of the patients who 
died had normal systolic, diastolic, and pulse pres- 
sures. In 62 cases the first cardiac sound indicated 
a poor muscular quality, and in 57 cases a rough 
systolic murmur was heard. In only 6 cases was the 
disease associated with rheumatic mitral stenosis. 

Of importance in the prognosis are the associated 
clinical symptoms of cardiac asthma, pulsus alter- 
nans, a systolic gallop rhythm, and the occurrence 
of cyanosis on exertion or with an attack. The con- 
currence of gall-bladder disease and coronary dis- 
ease has been noted by many. Willins reported the 
presence of gall-bladder disease in 26 per cent of 
proved coronary cases. The differentiation of the 
two conditions is of utmost importance. 

There were 30 deaths in the cases reviewed. 
Patients whose first anginal attack occurred before 
the age of forty years survived for from six to nine 
years. When the first attack occurred after the age 
of fifty years the period of survival was considerably 
shorter, and when the first attack occurred after the 
age of sixty years, the period of survival was less 
than six months. 

The treatment is palliative. In cases with spasm 
of the coronary vessels diathermy has been of some 
benefit. Sympathectomy has relieved the pain of 
an attack and thereby eliminated vagal inhibitory 
stimuli. 

On the basis of this series of cases the authors 
suggest the following classification: 

1. Angina pectoris due to aortic disease: (a) 
prodromal, (b) with hypertension, (c) with aortic 
atheroma, (d) with aortic regurgitation, (e) with 
aneurism of the aorta, (f) with aortic stenosis, (g) 
with other pathological lesions. 

2. Angina pectoris with coronary disease: (a) 
with coronary arterial spasm, (b) with left coronary 
involvement, (c) with right coronary involvement, 
(d) with coronary capillary involvement. 

3. Angina pectoris with rheumatic disease: (a) 
with rheumatic myocarditis, (b) with mitra 
stenosis. MANUEL E. LicuTENSTEIN, M.D. 


C2SOPHAGUS AND MEDIASTINUM 


Campi4n, A.: Strictures of the Gsophagus from 
Lye Poisoning (Ueber die Speiseroehrenverenger- 
ungen durch Laugenvergiftung). Orvosi Hetil., 1928, 
Ixxii, 385. 

Lye poisoning due to attempts at suicide is usually 
very severe because as a rule a large quantity of a 
concentrated solution has been ingested. Accord- 
ingly, such cases present extensive changes which 
do not respond to treatment in the same way as lye 
poisoning in children or accidental lye poisoning. 

The lye exerts its strongest action in the physio- 
logically narrow parts of the tube where the cesoph- 
agus crosses the aorta and in the region of the cardia. 
Concentrated solutions cause disturbances in the 
submucosa and in the muscle layer which lead to 
necrosis. At these sites, cicatrices and shrinkage 
occur and form strictures. The scars which cause 
strictures extend through the entire thickness of the 
cesophageal wall. 

Recently, Salzer attempted to prevent the de- 
velopment of stricture, and in children he obtained 
good results. In the Rhinological and Laryngological 
Clinic in Budapest his procedure was used in 10 
cases of attempted suicide in adults. Four patients 
(14.8 per cent) died from perforations caused by the 
dilatation treatment. The cause of this high mor- 
tality was not an error in the technique, but the 
severity of the lesions, the oesophagus being friable 
and easily torn, as was demonstrated at autopsy, 
when it crumbled between the fingers. 

As Lotheissen and Kiselsberg have noted the 
occurrence of spontaneous perforation, it can be 
readily understood that in severe cases even the 
most careful and skillful dilatation can cause 
perforation. The oesophageal wall undergoes such 
marked anatomical changes that the introduction 
of even the softest catheter is dangerous. 

The author was unable to prevent scar formation 
and stenoses even in cases in which the dilatation 
was well borne. In the two or three weeks of treat- 
ment it was necessary to use progressively thinner 
sounds. In 1 case the stenosis rendered gastrostomy 
necessary. 

As Salzer treatment does not prevent the forma- 
tion of stricture and is associated with the danger of 
perforation, the author regards it as inadequate. 

Besides the 27 cases already mentioned, the author 
treated 291 other cases of lye poisoning in a period of 
three years. The treatment was begun from two to 
three weeks after the poisoning, and the stricture 
was dilated gradually. Often the author makes an 
cesophagoscopic examination as this will reveal the 
character of the scar and stricture and its site in the 
lumen. Frequently it is impossible to introduce a 
sound even when the patient is able to swallow. 
(Esophagoscopic examination will then show that 
the opening is eccentric. In such cases the author 
dilates with the aid of the oesophagoscope. In the 
beginning, the treatment is given daily, but later it 
is given only every two days as long as the patient is 
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able to swallow solid food with ease. The patient 
with stricture of the oesophagus should be treated 
for the rest of his life. When a sound the size of the 
little finger can be introduced with ease, the author 
teaches the patient how to introduce it himself and 
instructs him to use it at least once a week. 

Of the 291 patients treated by the method de- 
scribed, 12 (4.1 per cent) died—some from perfo- 
ration and some from other complications. 

Frequently in cases of stenosis foreign bodies 
become lodged in the strictured area. During a five- 
year period, 148 cesophagoscopies for foreign bodies 
were done. In 44 of these cases the stricture was due 
to lye poisoning. In such cases it is a technical error 
to attempt to push the foreign body down with a 
sound. The foreign body should be removed with 
the cesophagoscope. Von LoBMAYER (Z). 


Mollison, W. M.: Dysphagia Due to Pharyngeal 
Paralysis. J. Laryngol. & Otol., 1928, xliii, 769. 


Difficulty in swallowing due to paralysis of the 
pharyngeal wall is uncommon. It occurs in lesions of 
the medulla such as localized hemorrhage or em- 
bolism, in bulbar paralysis, in intracranial condi- 
tions such as tumors or pachymeningitis, and in 
extracranial conditions such as foreign body injuries, 
tumors, lead poisoning, and diphtheria. 

The author reports three cases of pharyngeal 
paralysis following severe straining. In two cases, 
vomiting, and in one case, whooping cough preceded 
what is believed to have been a haemorrhage in the 
bulb involving the nucleus ambiguus. The three 
patients recovered except for difficulty in swallowing 
due to localized nuclear damage. 

One case is reported in which evidence of embo- 
lism was present. The pharyngeal paralysis devel- 
oped presumably from embolic blocking of a vessel 
to the nucleus ambiguus. The patient died. 

Two cases in which polio-encephalitis preceded the 
paralysis are reported. The prognosis was regarded 
as good in one and recovery was complete in the 
other. 
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One patient had a gunshot wound at the base of 
the skull with damage to the ninth, tenth, and 
eleventh nerves as they emerge from the jugular 
foramen. Dysphagia was permanent. In another 
case a tuberculous gland was thought to impinge 
upon the same nerves, giving rise to dysphagia. 

MANvEL E, Licutenstemn, M.D. 


Bloom, C. J.: An Intensive Study of the Thymus. 
South. M. J., 1928, xxi, go5. 


Bloom discusses the common symptoms, the 
methods of diagnosis, and the treatment of thymic 
disease on the basis of 127 cases. He states that the 
diagnosis is now made at an earlier age than it was 
made formerly. 

In the cases reviewed, the ratio of males to females 
was 11:9. Many of the patients were Jews and 
Italians. It was found that the body weight and the 
shape of the body are of no significance as regards 
thymic disturbances. 

The major signs of thymic disease are nervousness, 
inability of the infant to cry, restlessness, cyanosis, 
dyspnoea, stridor, extreme pallor, attacks of weak- 
ness, and accelerated breathing. Minor indications 
are a poor appetite, refusal to eat solid foods, 
lymphatic involvement, flabbiness of the tissues, a 
cough, eczema, asthma, vomiting, and a familial 
history of endocrine disturbances. 

In the cases reviewed, the diagnosis was based 
primarily on the objective signs. In 4 cases in which 
a positive diagnosis was made and in 5 cases in 
which a probable diagnosis was made before roentgen 
examination, the X-ray findings were negative. In 
all of the others the diagnosis was confirmed by the 
roentgenologist. 

There were only 2 deaths, neither of which 
could be attributed to the thymic disease alone. One 
was due to a ruptured spina bifida and the other to 
bronchopneumonia. 

In conclusion Bloom states that the only treat- 
ment for thymic disease is X-ray irradiation. 

Witiiam EF. SHACKLETON, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Sozon-JaroSevic, Bobrov, Steblin-Kaminsky, and 
Others: Discussion on Radical Operations for 
Inguinal and Femoral Hernia and Their End- 
Results (Aussprache ueber die Radikaloperationen 
der Leisten- und Schenkelbrueche und ihre Dauer- 
resultate). Verhandl. d. 18. Russ. Chir.- Kong., 
Moscow, 1927, Pp. 51. 

Forty-five speakers took part in this discussion. 
Sozon-JAROSEVIC (Leningrad) reviewed 1,780 
operations for inguinal hernia. One hundred (5.6 
per cent) were followed by recurrence. In 37 per 
cent of the latter the cause of the recurrence was 
suppuration; in 6 per cent, a hematoma; in 5 per 
cent, a technical error; in 2 per cent, too early get- 
ting up (on the seventh day) and hard straining; 
and in 50 per cent, an undetermined factor. The 
undetermined factor in the last group was related 
to the patient’s constitution. ‘This was evidenced 
by the facts that in this group the same type of 
hernia recurred repeatedly (as many as 4 times); 
that the former anatomical relations were re-estab- 
lished; and that direct hernia recurred 8 times more 
frequently than they developed while indirect 
herniz recurred only one-third as many times as 
they developed. In direct herniz it is chiefly the 
posterior wall of the hernial canal that is unsuffi- 
cient, whereas in indirect herniz it is chiefly the 
anterior wall that is unsufficient. Hence, in operating 
on indirect hernia, particular attention must be 
paid to strengthening the anterior canal wall, 
whereas in operating on direct herniz, plastic re-in- 
forcement of the posterior wall is the main object. 
In Federov’s clinic the Roux method is used for 
indirect hernia in the initial stages. In all other 
cases, excision of the hernial sac is done as high up 
as possible. For pronounced indirect and congenital 
hernia, the methods of Bobrov, Girard, and Bassini 
are considered good. For direct hernia, plastic 
methods are preferred. ‘The patient is kept in bed for 
two weeks and is forbidden to work for six weeks. 
Bosrov (Veronezh) reported on 1,089 operations 
for inguinal hernia performed on 794 patients. One 
thousand and twenty of the operations were done by 

Oppel’s modification of the Roux method. ‘These 

were followed by recurrence less frequently than 

other procedures. In 13.3 per cent of the cases with 
recurrence there were repeated relapses. Recurrence 

was most frequent in cases of direct hernia. In 95.95 

per cent of the cases, healing occurred by first inten- 

tion; in 9 cases (0.83 per cent), there was primary 
suppuration; and in 35 cases (3.22 per cent) the 
ligation sutures gave way. For deep sutures, Bobrov 
recommends non-absorbable material. 
STEBLIN-KAMINSKY (Moscow) reported on 870 
operations for inguinal hernia performed on 755 


patients, Bobrov’s method being used in the ma- 
jority; and on 60 operations for femoral hernia 
chiefly by Prokunin’s pectineus musculoplasty. 

SUBIN reported on 491 operations for hernia, 80 
per cent performed by the Girard-Bobrov method, 
10 per cent by the Bassini method, and 2 per cent 
by the Kocher method. The mortality was 1 per 
cent. The permanent results were determined for 
140 cases. In 20 per cent there was pain in the 
operative wound on exertion. In 7 per cent, the 
ligatures gave way and there was a long-continuing 
fistula. In 8 per cent, a recurrence developed. In 1 
case, 4 operations were performed. 

UspENSKY (‘T'ver) recommended the Roux opera- 
tion, with which several thousand inguinal herniz 
have been repaired. Strangulated hernia he treats 
according to the Girard method. Suppuration 
occurred in from 5 to 6 per cent of his cases. The 
incidence of recurrence after the Roux operation was 
10.9 per cent. Recurrence was most frequent in 
elderly patients. In patients between the twentieth 
and fortieth years of age the incidence of recurrence 
was 6.5 per cent, and in those between the fortieth 
and seventieth years of age, 14.3 per cent. Never- 
theless, the Roux method is superior to the Bassini 
method as the Roux operation in itself is much easier 
and in case of suppuration or recurrence does not 
render a second operation, difficult. 

VoLkov (Jadrin) reported on 415 operations for 
inguinal hernia performed on 360 patients, 95 per 
cent of whom were males. Only 8 per cent of the 
herniz were congenital. Ninety per cent were 
operated on by the Roux method; 4 per cent 
by the Mayo method; 3 per cent by the Bassini 
method; and 3 per cent by the Bobrov method. 
Healing occurred by first intention in 82 per cent, 
with hematoma formation in 4 per cent, and with 
suppuration and loosening of 1 or 2 sutures in 14 
per cent. There were only 3 deaths from strangu- 
lated hernia. Recurrence developed in 5 per cent 
of the cases in which the Roux operation was done. 
Volkov recommends this operation highly. He uses 
the finest possible silk. ‘The patient is allowed to lie 
on his side immediately after the operation. 

BratjcEv (Moscow) regards the simplest method 
as the best and is opposed to plastic procedures. He 
has operated upon 18 recurrent inguinal hernia. He 
believes the causes of recurrence to be muscle weak- 
ness, which favors cutting through of the sutures, 
the use of catgut, insufficiently high dissection of 
the hernial sac, suppuration, and getting the patient 
up too early. 

MosKALENKO (Dnepropetrovsk) reported that in 
examinations of 873 men engaged in heavy work in 
two factories he found 35 inguinal hernia. In addi- 
tion, he examined 35 other persons with inguinal 


322 

















rd 

le 

le 
k- 
S, 
of 
nt 


in 
in 
di- 
nal 








SURGERY OF THE ABDOMEN 323 


hernia. His investigations revealed the occurrence 
of 3 types of trunk: (1) the masculine type (broad 
chest and narrow pelvis), which was found in a 
fully developed form in only one-half of the men; 
(2) the feminine type (narrow chest and wide pelvis) ; 
and (3) the transition type (cylindrical shape). In 
the 70 cases of inguinal hernia examined, the mas- 
culine type of trunk was found in 24 per cent and 
the feminine type in 76 per cent. Men with a trunk 
of the feminine or transition type are predisposed to 
hernia. In men with the male type of trunk, recur- 
rence after operation for inguinal hernia is rare, 
whereas in men with the feminine type of trunk, 
recurrence is not infrequent even after light work, 
and occurs early. 

OprEL (Leningrad) stated that on the basis of 
2,000 herniz he prefers the Roux operation. Re- 
lapse occurred in from 4 to 15 per cent. There is 
less danger from suppuration after the Roux opera- 
tion than after the other methods. Abdominal mus- 
cle exercises are unnecessary. 

STEPANJANC reported that he had operated on 708 
patients with inguinal hernia and on 22 with femoral 
hernia by Bassini’s method. Recurrence developed 
in 43 (6 per cent) and strangulation in 26. Three 
patients died, 2 from strangulated hernia. Stepan- 
janc uses silk sutures. In 10 cases of inguinal hernia 
and 1 case of recurring femoral hernia the ureter was 
situated in front of the hernial sac. 

Divavin reported that of 477 operations per- 
formed by him for inguinal hernia, 13 (2.7 per cent) 
were followed by recurrence. In 6 cases, the cause 
of the recurrence was starvation (recurrence after 
ten years); in 3, early return to hard work; and in 
4, anatomical weakness of muscle or aponeurosis. 

Krymov (Kijew) emphasized the importance of 
bringing out the stump of the hernial sac. He is 
opposed to displacement of the spermatic cord in 
operations for oblique inguinal hernia and recom- 
mends his modification of Girard’s method for large 
oblique inguinal hernia. He stated that after the 
operation the patient should remain in bed for two 
weeks and should not return to work before one 
month. In the so-called temporary herniz, the sac 
is always empty. 

MartyNov (Moscow) stated that he does not 
approve of the Wenglovsky method. Since in the 
cases in which he used catgut, the incidence of re- 
currence was ro per cent, he now sutures with silk. 

Miku tt allows the patient to flex his knees imme- 
diately after the operation and to turn on his side 
after a short time. Elderly persons especially he 
allows to sit up on the third or fourth day and to 
walk on the fifth or sixth day. Recurrences appear- 
ing seven, eleven, or twenty years after the opera- 
tion he believes are not recurrences, but new 
hernia. 

ScHWARz recommended Andrew’s method on the 
basis of 96 operations. 

SapKajc (Leningrad) reported on 100 inguinal 
and 9 umbilical herniz in children ranging from one 
month to fourteen years of age. Girard’s method 


was used in most of the cases with entire success. 
In 81 cases general anesthesia, and in 38 cases 
local anesthesia was employed. Four herniaw were 
strangulated. There were 2 deaths, a mortality of 
1.6 per cent. The most favorable age for the opera- 
tion is between the third and fifth years. In the 
cases of infants under one year of age, operation for 
hernia is allowable only when there is a tendency 
toward strangulation. 

GORELIKO stated that he approves Bassini’s 
operation. He reviewed 482 cases of inguinal her- 
nia, in 446 (92.5 per cent) of which this operation 
was done. Suppuration occurred in from 1 to 1.5 
per cent. In Goreliko’s opinion there is no relation- 
ship between the shape of the trunk and the occur- 
rence of hernia. 

CaccuiAnt (Tiflis) reviewed 625 operations for 
hernia, most of which were performed according to 
the Bassini method with the use of silk sutures. 
Suppuration occurred in 3 per cent. Local anesthe- 
sia was employed in 80 per cent. Recurrence devel- 
oped in about 5 per cent of the cases. The causes 
of recurrence were technical errors, suppuration, 
haematoma, pulmonary complications, a poor state 
of nutrition, a weak constitution, weakness of the 
abdominal walls, multiple herniz, atrophy of the 
abdominal wall from the wearing of a truss, early 
getting up, and early hard work. 

KuLakoOv reported on 636 operations for inguinal 
hernia and 44 operations for femoral hernia. He 
prefers the Girard and the Roux-Herzen methods. 

WREDEN stated that in his opinion Bassini’s 
method is indicated for indirect inguinal hernia, but 
is not suitable for direct hernia. For the latter, 
plastic operations must be done. 

GRINSTEIN reported that in 18,000 miners who 
were free from hernia at the time they were hired, 
only roo hernia developed in the course of one year, 
in spite of hard work and unfavorable conditions. 
All of the hernia were operated upon by the Kocher 
method. The patients left their beds on the second 
or third day after the operation, were discharged 
on the ninth or tenth day, and returned to work at 
the end of thirty days. A recurrence developed in 5 
(5 per cent). Grinstein stated that the chief factor . 
in the development of hernia is a preformed hernial 
sac. 

ScHAACK (Leningrad) reviewed 86 operations for 
femoral hernia, 46 of which were done according to 
the Reich method. He is in favor of the inguinal 
method of operating on femoral hernia. For inguinal 
hernia, he uses chiefly Girard’s method. 

PAVLENKO (Leningrad) stated that good results 
were obtained in 29 cases of femoral hernia by 
Wreden’s musculo-aponeurosoplasty with Sevkunen- 
ko’s modification. From the external margin of 


Poupart’s ligament was cut a strip which, drawn 
through the pectineus muscle, strengthened it and 
was sutured with it to its former site on Poupart’s 
ligament. 

NEDOCHLEBOV stated that occupation has an 
influence on the incidence of hernia, and that long- 
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continued standing in particular is an important 
factor. Hernia was found in 12 (8 per cent) of 141 
locksmiths, 12 (10 per cent) of 121 workers in iron 
foundries, 5 (10 per cent) of 50 tailors, 9 (8 per cent) 
of 95 hammersmiths, 14 (19 per cent) of 77 black- 
smiths, 13 (28 per cent) of 47 coppersmiths, 50 (31 
per cent) of 163 housepainters, and 46 (34 per cent) 
of 140 motor car drivers. Nedochlebov operates 
according to the Andrews method. 

MANuyjLov (Leningrad) reported on 4,018 inguinal 
hernia and gt femoral hernia, 87.7 per cent of which 
were operated upon. General anwsthesia was used 
in 10.8 per cent of the cases, local anwsthesia in 88.2 
per cent, and spinal anesthesia in 1 per cent. Three 
thousand and thirty-six operations were done by the 
Bassini method, 222 by the Kocher method, 135 
by the Bobrov method, 69 by the Girard method, 
23 by the Roux method, and 241 by other methods. 
There were 75 deaths, a mortality of 1.1 per cent. 
Suppuration occurred in 212 cases (5.6 per cent). 

GOLJANICKY (Moscow) said that in cases of con- 
genital hernia and in hernia that develops quickly 
after trauma all of the operative methods give good 
results, but in cases of “occupational” hernia, to 
which almost all hernia of the linea alba belong, 
the usual methods, such as the Roux and the Bassini 
procedures, are inadequate. For the latter, the 
Spasokukocky method may be recommended. In 
cases of hernia ascribable to pathological changes in 
the tissues, plastic operations with transplantation 
of fascia, etc. come into consideration. 

Marrosovic reported that he operated with his 
own modification of the Roux procedure in 500 of 
his approximately 700 cases of hernia. His modifica- 
tion consists in the use of single sutures instead of 
mattress sutures. On later examination in 100 of 
his cases, he found suppuration in 5 per cent and 
recurrence in 3 per cent. 

NAPALKov spoke against standardization and for 
individualization in hernia operations. He stated 
that as the elasticity of the tissues used is of chief 
importance, Bassini’s principle is correct. 

MESTSANINOV reviewed about 600 herniotomies. 
He believes that recurrences occur more frequently 
than is generally assumed. He operates according 
to the Bassini-Postempsky method with subcutane- 
ous displacement of the spermatic cord. Silk sutures 
are used. 

HaGEen-TorN reviewed 4,000 herniotomies. Hav- 
ing tried out all of the methods of operating, he has 
returned to Bassini’s operation. He believes that 
long and narrow hernial sacs should be removed. He 
prefers paravertebral anwsthesia, and has entirely 
abandoned general anaesthesia. He disapproves of 
all plastic operations on muscle and bone. 

TIMOFEJEV reviewed 1,000 cases of inguinal her- 
nia. A recurrence developed in 3 (0.3 per cent). In 
the cases of children with a narrow hernial sac, he 
resects the sac and does nothing further in a plastic 
way. If the transverse fascia is stretched, he uses 
pursestring sutures for the hernial protrusion and 
Bassini sutures with inclusion of the lateral border 


of the rectus. When the inguinal triangle has been 
of irregular shape, Bassini’s operation has given 
him the best results. 

Briefly summarized, the operative methods and 
modifications by Russian surgeons of the radical 
operation for inguinal and femoral hernia men- 
tioned in the addresses and the discussions at the 
Eighteenth Russian Surgical Congress, Moscow, 
1926, were the following: 


RADICAL OPERATIONS FOR INGUINAL HERNIA 


1. Bobrov operation (1892). This is identical 
with the Lucas-Championni¢re method. The 
aponeurosis of the externus is slit and the hernial 
sac excised. The fatty tissue in the region of the 
canal is carefully removed. Silk button sutures are 
placed in the margins of the inguinal canal en masse 
—on the one side, the aponeurosis of the externus, 
the muscles, and the transverse fascia; on the other 
side, Poupart’s ligament and the aponeurosis of the 
externus. The lowest suture is placed either above 
or below the spermatic cord (A. Bobrov: — First 
Russian Surgical Congress, r900. A. Krymov: Die 
Lehre von den Hernien. Russische Chirurgie, torr, 
XxXxili). 

2. Razumowsky operation (1897). Removable 
metal sutures are used for: (1) displacement of the 
hernial sac, and (2) suture of the canal. The sper- 
matic cord is not displaced. There are 2 modifica- 
tions of the operation. The method of suture can- 
not be described in condensed form (A. Krymov, 
ibid. P. Tichov: Spez. Chir., 1917, ili). 

3. Wenglovsky operation (1gor). The neck of 
the hernial sac is ligated, but the sac is not removed. 
The attachment of the internal oblique and trans- 
verse muscles is divided at the linea alba by vertical 
incision of the sheath of the anterior rectus, and the 
mobilized lower border of the joined internal oblique 
and transverse muscles is sutured to Poupart’s 
ligament (Wenglovsky: Operative Chirurgie, 1915). 

4. Krymov operation (1903). The central por- 
tion of the hernial sac is displaced according to the 
Kocher method and anchored. ‘The peripheral 
portion is opened, inverted, and, in suturing, is 
interposed as a fold of peritoneum between the 
muscles and Poupart’s ligament. There is no dis- 
placement of the spermatic cord. Suture of the 
aponeurosis is done according to the Girard tech- 
nique (Krymov: ibid.). 

5. Oppel operation (1919). This is a modifica- 
tion of the Roux method. In the button suture of 
the fold of the externus aponeurosis, the muscle on 
the inner side and Poupart’s ligament on the outer 
side are included. (V. Oppel: Nauénaja Medizina, 
1919, Nos. 4, 5. K. Vvedensky. See Zentralorg. f. d. 
gesam. Med. u. Chir., xxxix, 37, 108. M. Bobrov: 
discussion. ) 

6. Wreden operation (1924). This is a direct 
plastic restoration of the posterior wall of the canal 
by a flap of aponeurosis from the sheath of the rectus 
abdominis muscle (see Zentralorg. f. d. gesam. Med. 
u. Chir., xxx, 931). 
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7. Spasokukocky operation. This is a modifica- 
tion of Girard’s method. A large incision is made, 
the aponeurosis of the externus and of the thin 
cremaster layer (tunica cremasterica) is slit, and 
the fascia infundibiliformis or fascia transversa is 
slit longitudinally for a distance of 5 or 6 cm. in the 
region of the neck of the hernial sac. The transverse 
fascia is stripped from the sac on all sides with a 
blunt instrument. The freed spermatic cord and the 
testicle are then held firmly with the right hand, the 
neck of the sac is fixed with a toothed forceps held 
in the ieft hand, and with one jerk, “the sharper 
the jerk, the less the damage,” the distal portion of 
the sac is “torn out.’”’ Hemorrhage is absent or 
minimal. The operation may be completed by any 
method preferred. (Spasokukocky: See Zentralorg. 
f. d. gesam. Med. u. Chir., xl, 726.) 

8. Praxin operation. This is an atypical Bassini 
operation without displacement of the spermatic 
cord (N. Mikuli, B. Linberg: See Zentralorg. f. d. 
gesam. Med. u. Chir., xxxix, 737). 

9. Matrosovitsch operation. This is a suture 
modification of the Roux method (see discussion). 

10. Toprover operation. This is a modification 
of the methods of Bobrov and Girard (see Zentral- 
org. f. d. gesam. Med. u. Chir., xxxix, 624). 


RADICAL OPERATIONS FOR FEMORAL HERNIA 


t. Prokunin operation. This is a plastic operation 
with flaps from the pectineus muscle and from the 
fascia (Prokunin: Inaug.-Diss., Moscow, 1900; Chi- 
rurgia, 1903, September). 

2. Abrazanov operation (1909). A- transverse 
skin incision is made above and parallel with Pou- 
part’s ligament, and the hernial sac is ligated as high 
up as possible, the ligature threads being left long. 
each ligature is then threaded onto a sharply 
curved needle. The needles are passed through the 
abdominal wall muscles from within outward from 
1'4 to 2 cm. above Poupart’s ligament and through 
Cooper’s ligament, both threads are drawn tight 
and tied, and the skin is then sutured. (AbraZanov: 
Russkiy Vrac, 1909, No. 27.) 

3. Wreden operation (1922). Muscle closure is 
effected with the use of the pectineus muscle. (See 
Zentralorg. f. d. gesam. Med. u. Chir., xix, 420; 
XXiv, 365.) 

4. Herzen operation (1924). This is a plastic re- 
pair with periosteal flaps (see Zentralorg. f. d. 
gesam. Med. u. Chir., xxx, 932). 

5. Jevkunenko operation. This is a modification 
of Wreden’s operation (see discussion). 

6. Mikuli operation (1925). This is a modifica- 
tion of Wreden’s operation without division of 
Poupart’s ligament. A longitudinal incision is made. 
Following removal of the hernial sac and the toilet 
of the fossa ovalis and of the pectineus muscle, a 
strip from 0.5 to 0.75 cm. wide and from 8 to 10 cm. 
long is dissected from the aponeurosis of the ex- 
ternus, medial to the inner column, and left attached 
to the os pubis. The defect in the externus aponeu- 
rosis is sutured. By means of a curved dressing 


forceps forced through the pectineus muscle from 
without inward, the free end of the strip of aponeu- 
rosis is drawn through the muscle. In a similar 
manner, Poupart’s ligament is pierced by a blunt 
instrument medial to the vessels, and the strip of 
aponeurosis is drawn through Poupart’s ligament, 
a maneuver by which the pectineus is drawn taut 
and elevated. The free end of the strip is placed 
transversely on the externus aponeurosis and 
attached with a few sutures. (See Zentralorg. f. d. 
gesam. Med. u. Chir., xxxix, 737.) KoRNMANN (Z). 


Lyle, H. H. M.: Fascial Sutures for Inguinal 
Hernia. Ann. Surg., 1928, |xxxviii, 870. 


Lyle reports his clinical results from the use of 
autoplastic fascial sutures in the treatment of 
inguinal hernia in the male according to the Gallie 
and the McArthur methods. In the first cases in which 
McArthur autoplastic pedicled fascial flaps were 
used the technique was that laid down by McArthur. 
In the others, Lyle employed the mesial fascial 
strip to unite the conjoined tendon to Poupart’s 
ligament, proceeding on the assumption that fascia 
unites to fascia more readily than to muscle, and 
used chromic gut for this union. 

Two types of operations were performed—the 
standard Bassini repair and the Halstead modifi- 
cation. The Halstead modification violates the 
essential physiological principle of muscular shutter 
closure. The rectus transplant and its variants are 
physiologically and anatomically unsound. 

In all operations excision and high ligation of the 
sac were done and the sac was fixed well above and 
out of line with the internal abdominal ring. High 
closure of the internal ring was effected about the 
cord, the transversalis fascia being sutured well up 
behind the cord. In suturing the conjoined tendon to 
Poupart’s ligament, Lyle passed the continuous 
fascial suture in such a manner that the conjoined 
tendon was shortened and its insertion into the 
pubic spine was strengthened. Immediately after 
the completion of the stage of dissection the patient 
was placed in the position of physiological relaxa- 
tion. To obtain this position, the thigh was flexed on 
the abdomen and the leg on the side operated upon 
was crossed over the other one. 

In order to insure permanent union between the 
structures to be united, it is essential to remove not 
only the loose gliding areolar tissue from the fascial 
strips, but also to clear Poupart’s ligament. 

The needle should be large enough to allow the 
fascia to be pulled through without dragging. 

After convalescence, massage and _ systematic 
exercises are indicated to strengthen the abdominal 
muscles. 

The fascial suture has been employed in 335 
hernia. Of the 8 recurrences, 7 followed the Halstead 
modification of the Bassini operation and 1 followed 
the Bassini operation. Five of the recurrences 
occurred in cases of direct hernia. There were no 
recurrences after the Gallie operation. 

Morris H. Kaun, M.D. 


326 INTERNATIONAL ABSTRACT OF SURGERY 


Andrews, E.: Further Experiences with Purely 
Fascial Herniotomy. Ann. Surg., 1928, |xxxviii, 
874. 

Andrews describes a technique for closing inguinal 
herniw with the use of only white fascia. He states 
that no one type of operation can be applied to all 
cases. As every hernia is a distinct problem, the 
surgeon should open the inguinal canal prepared to 
undertake the plastic procedure which will best 
meet the requirements of the particular case. Many 
of the failures of herniotomy have been due to too 
much rather than too little surgery. Recurrence 
develops usually at the pubic end of the canal, and 
not at the internal ring where the hernia occurred 
originally. 

Andrews has been treating an increasingly high 
percentage of cases by simple removal of the sac, 
sometimes with a stitch or two in the endo-abdomi- 
nal fascia to tighten up the internal ring, and closure 
of the canal without further surgery. This operation 
is sufficient for most hernia in young children and 
for a moderate percentage of recently acquired 
herniz in adults. In such cases, the peritoneally 
lined sac is the only true abnormal factor. The 
canal is intact. ‘The muscular and aponeurotic 
structures have not been stretched or torn by pro- 
longed tension of the hernia, and the internal ring 
is little if any enlarged. 

In old herniz a very constant finding is atrophy 
of the lower fibers of the conjoined tendon. The 
tendon lies a long way from Poupart’s ligament. It 
no longer inserts onto the pubic bone, but inserts 
onto the rectus sheath so that a wide triangular 
hole is left. The endo-abdominal fascia is stretched 
and thin as it is the only structure lying between 
the peritoneum and the external oblique aponeuro- 
sis. Therefore the problem that confronts the sur- 
geon is not simply the removal of asmall sac, but the 
removal of a large sac involving considerable trauma 
to the cord and the closure of a large defect in the 
abdominal wall. The ideal procedure would be to 
bring the conjoined tendon down to Poupart’s liga- 
ment below the cord as described by Bassini, but 
this is possible in only about 30 per cent of the 
cases. Andrews draws down the endo-abdominal 
fascia like a shutter for 1 or 2 in. and sutures it to 
Poupart’s ligament for the entire length of the 
canal. In this way is formed a floor for the inguinal 
region which should preclude the possibility of re- 
currence. 

The immediate results of this type of operation 
have been very gratifying. The relief of pain is 
more marked than after the Bassini and Andrews 
operations. Morris H. Kaun, M.D. 


Short, A. R.: Symptoms Due to Mesenteric 
Lymphadenitis. Lancet, 1928, ccxv, 909. 


Mesenteric lymphadenitis is common and _ its 
manifestations are numerous. The glands of the 
small gut, which are said to number about 200, lie 
in 3 sets between the layers of the mesentery. 
Those of one set are situated close to the margin of 


the bowel. Those of another set, which are more 
numerous, are arranged along the loops of the 
arterial arcades and the rami intestinales, and 
those of another and still more numerous set lie 
along the main trunk of the superior mesenteric 
artery. 

The glands draining the ileocecal angle are: 
(1) the ileal glands in the mesentery of the terminal 
ileum, (2) the anterior ileocolic glands, (3) the 
posterior ileocolic glands, in the angle between the 
ileum and cacum, and (4) the appendicular gland 
(not constant) in the meso-appendix. The glands 
draining the large intestine are: (1) the epicolic 
glands lying on the bowel wall, (2) the paracolic 
glands along the arterial arcades, (3) the inter- 
mediate glands, lying along the course of the main 
colic vessels, and (4) the main group of glands at the 
origin of the main colic arteries. Some of the lymph 
nodes draining the colon lie very close to the ureters, 
a fact of clinical importance. 

In simple lymphadenitis, the lymph nodes are 
enlarged and soft, white or pink on section, and 
usually not adherent to the layers of the mesentery. 
It is difficult to say just what degree of enlargement 
constitutes a pathological state. 

Mesenteric lymphadenitis is very common in 
children. When a lymph gland in the mesentery 
becomes inflamed and swells, and especially when 
it becomes adherent to and fixes the peritoneal 
covering, pain may result. It seems reasonable to 
assume that mesenteric glands are frequently 
responsible for attacks of fever without obvious 
cause. They may produce violent pain simulating 
renal colic, the pain of appendicitis, or attacks of 
mid-abdominal pain not related to food and with 
or without a rise in the temperature. 

In a few cases, tuberculous glands may form easily 
palpable swellings in the abdomen which are 
rounded in outline, slightly tender, and fairly firm 
in consistency. On rare occasions, tuberculous me- 
senteric glands may rupture. 

In the great majority of cases a cure results in the 
course of years. In certain groups of cases, how- 
ever, surgical treatment is advisable. Operation is 
indicated when the attacks of pain are very vio- 
lent and recur at frequent intervals, when there is 
a fair probability that the trouble may be due 
to appendicitis, when a large lump of uncertain 
nature is found in the abdomen, and when an ab- 
dominal catastrophe develops. 

Morris H. Kaun, M.D. 


Desgouttes, L., and Ricard, A.: Cysts of the Mesen- 
tery (A propos des kystes du mésentére). J. de 
chir., 1928, xxxii, 269. 

A woman of forty-nine years came to the hospital 
for treatment for an abdominal tumor which she 
had first noticed several months before. The only 
symptom was a feeling of heaviness in the lumbar 
region. 

Operation revealed a cystic tumor intimately 
adherent to the root of the mesentery. The removal 
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of the neoplasm was very difficult on account of 
adhesions which had developed. Uneventful re- 
covery resulted. 

The cyst was lined by a tissue showing all of the 
characteristics of intestinal mucous membrane and 
appeared to be an intestinal malformation. The 
fluid was free from cells and was therefore not 
purulent. It contained only fine transparent drop- 
lets, probably fat. Cultures were sterile. 

Up to 1924, only 250 cases of cyst of the mesentery 
had been reported. The most probable theory in 
regard to their origin is that they are congenital, 
resulting from an intestinal diverticulum or the 
inclusion in the mesentery of displaced tissue from 
the genito-urinary tract. The cyst in the authors’ 
case was evidently of intestinal origin but contained 
a chylous fluid and had developed at a distance from 
the intestine. 

Cysts of the mesentery are generally very difficult 
to remove. They develop between very vascular 
folds of peritoneum, their walls are abundantly sup- 
plied with blood vessels, and their posterior pole 
lies close to the inferior vena cava and the ureter. 
Though there is normally a plane of cleavage be- 
tween the wall of the cyst and the peripheral vessels, 
this plane may be obliterated by the growth of the 
tumor or by inflammation. The mesenteric vessels 
at the periphery sometimes become so greatly 
dilated that extirpation is impossible. The symptoms 
are so slight that the tumor is generally not diag- 
nosed until it becomes large enough to be noticeable, 
until inflammation occurs, or until signs of intestinal 
occlusion appear. The cyst in the authors’ case had 
developed between folds representing the primitive 
mesocolon and the posterior parietal peritoneum, 
but such intimate adhesions had formed between 
its parietal covering and the right fold of the root 
of the mesentery that it appeared to be included in 
the latter and ligation of branches of the mesenteric 
artery was necessary for its removal. 

The high mortality of extirpation of cysts of the 
mesentery (25 to 40 per cent) has led some surgeons 
to advise marsupialization, but in the authors’ 
opinion marsupialization should not be resorted to 
unless extirpation is impossible. 

Aubrey G. Morecan, M.D. 


GASTRO-INTESTINAL TRACT 


Rigler, L. G.: Roentgen Observation of a Benign 
Tumor of the Stomach Prolapsing through the 
Pylorus. Am. J. Roentgenol., 1928, xx, 529. 


Rigler reports a case of benign polyp of the 
stomach in which it was possible to observe roent- 
genoscopically and record roentgenographically the 
prolapse of the growth through the pylorus into the 
duodenal bulb. The tumor was first manifested by 
a rounded central filling defect near the pylorus 
which was brought out by pressure. This defect 
could be displaced toward the pylorus by manipula- 
tion and subsequently was noted in the duodenal 
bulb. Avotpu Hartunc, M.D. 


Singer, H. A., and Dyas, F. G.: Syphilis of the 
Stomach, with Special Reference to Certain 
Diagnostic Criteria. Arch. Int. Med., 1928, xlii, 
718. 


In a case in which the distal one-third of the 
stomach was resected for a lesion believed to be a 
carcinoma, the gross and microscopic appearances 
of the specimen, when considered with the clinical 
history, suggested that the changes were syphilitic, 
but in sections examined later it was impossible to 
find the spirocheta pallida or the classical gumma 
and two experienced pathologists consulted did not 
consider the evidence sufficient to justify the ana- 
tomical diagnosis of syphilitic gastritis. 

This case and three subsequent cases of similar 
nature led the authors to inquire into the frequency 
with which the spirocheta or gummata were found 
in cases of gastric syphilis reported in the literature. 
Only one report, that of McNee, stated that an 
organism appearing to be the spirocheta pallida was 
present, but in Singer’s opinion the organism de- 
scribed and pictured was probably the spirocheta of 
Vincent. If this assumption is correct, it is apparent 
that in no case reported in the literature of gastric 
syphilis of the acquired type has the spirocheta 
pallida been found. Joun W. Nuzum, M.D. 


Broster, L. R.: Gastric and Duodenal Ulcer. Brit. 
M. J., 1928, ii, 786. 

Broster reviews 207 cases of gastric and duodenal 
ulcer which were treated surgically. Eighty-two 
per cent of the patients with duodenal ulcer, 91 per 
cent of those with pyloric ulcer, and 75 per cent of 
those with gastric ulcer were males. 

The diagnosis of ulcer was based upon pain, 
vomiting, and hemorrhage. Pain was present in 99 
per cent of the cases. As a rule the pain bears a 
definite relationship to food. It is seldom noted 
before half an hour after the ingestion of food, but 
thereafter may occur at any time during the interval 
before the next meal. As a rule the more distal the 
ulcer from the cardia the later the pain. In the cases 
of duodenal ulcer reviewed it occurred from two to 
three hours after the ingestion of food, whereas in 
the cases of gastric ulcer, it occurred after from one. 
to two hours, and in the cases of pyloric ulcer, after 
from one to three hours. In only a small percentage 
of the cases was it unrelated to food, and in a 
smaller percentage it occurred within half an hour 
after the ingestion of food. In the majority of cases 
of duodenal ulcer the pain is relieved by food, but in 
cases of gastric and pyloric ulcer it is most relieved 
by vomiting. 

Vomiting is of importance because of its associa- 
tion with pain. It usually occurs when the pain is 
most severe. Vomiting was a symptom in 50 per 
cent of the cases of duodenal ulcer reviewed, 88 
per cent of those of gastric ulcer, and 70 per cent 
of those of pyloric ulcer. In conditions such as 
pyloric stenosis and hourglass stomach, its time of 
onset, amount, and character are of diagnostic sig- 
nificance. 
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Of 121 patients who were followed for a period of 
three and a half years, about 80 per cent were cured 
and about 10 per cent showed improvement in their 
condition, Cuarces F. DuBots, M.D. 


Walton, A. J.: The Results of Surgical Treatment 
of Gastric and Duodenal Ulcer. Brit. M. J., 
1928, ii, 784. 

Walton reports the results obtained in 172 cases 
of gastric and duodenal ulcer operated upon in the 
period from 1920 to 1924. A satisfactory result was 
obtained in 84.9 per cent of the total number of 
cases and in 86.5 per cent of those of pyloric ulcer. 
By “satisfactory result” the author means that the 
patient is now on a full diet and able to live a 
normal life. 

These results are compared with those obtained 
by Smith in 214 cases treated medically in the period 
from 1913 to 1922. Of Smith’s male patients, 20 
per cent were cured, 15 per cent were benefited, 
31 per cent were not benefited, and 19 per cent died. 
Of Smith’s female patients, 40 per cent were cured, 
20 per cent were benefited, 25 per cent were not 
benefited, and 15 per cent died. In 5 of Smith’s 
cases carcinoma developed. 

Cuares F. DuBots, M.D. 


Solkov, B., and Iljin, S.: Gastric and Duodenal 
Ulcer and the End-Results of Gastro-Enteros- 
tomy in These Diseases (Ulcus ventriculi et 
duodeni und Dauerresultate nach der Gastro- 
enterostomieanlegung bei diesen Irkrankungen). 
Nov. chir. Arch., 1927, xiii, 368. 

In the period from 1914 to 1926, gastro-enteros- 
tomy was performed in 1,022 cases of ulcer admitted 
to the TorZok Hospital. There were 32 deaths, a 
mortality of 3 per cent. The operation revealed a 
gastric ulcer in 856 cases, a duodenal ulcer in 129 
cases, and scarring and adhesions in 37 cases. Seven 
hundred and seventy-five of the 856 patients suf- 
fering from gastric ulcer and tog of those with 
duodenal ulcer were males. Most of the patients 
were of middle age. 

The indications for operation were quite broad and 
no dietary or other treatment was given before the 
intervention. In nearly all cases local anesthesia 
was used and a posterior gastro-enterostomy with a 
short jejunal loop was done. The postoperative 
complications were as follows: 

1. Pneumonia. This complication developed in 
30 per cent of the cases and resulted in 1o deaths. 
More than half of the patients were suffering from 
bronchitis and were not treated for this condition 
before the operation. 

2. Embolism. Fatal embolism of the pulmonary 
artery developed in 1 case eight days after the 
operation. 

3. Vicious circle. There were 5 cases of this com- 
plication with 2 deaths. 

4. Acute dilatation of the stomach. In the 1 case 
in which this complication developed the patient 
recovered. 


5. Vomiting. Vomiting occurred in 1o per cent of 
the cases. Vomiting of blood occurred in 5 cases 
with 2 deaths. In 3 of the cases with hemorrhage a 
second laparotomy was done. In 1 case, the source 
of the bleeding was found to be a blood vessel which 
had been perforated with the suture needle. 

6. Intestinal hemorrhage. One patient died from 
intestinal haemorrhage seven days after the operation. 

7. Opening of the abdominal wound. This oc- 
curred in 4 cases and was followed in 1 instance 
by death from peritonitis. 

8. Ileus. Four patients died from this condition. 

g. Sepsis. There were 8 deaths from sepsis. 

The end-results three years or longer after the 
operation could be determined in the cases of only 
580 of 841 patients. Four hundred and forty-one 
patients (71 per cent) were completely cured or in a 
relatively good condition. Twenty-one (3.6 per cent) 
had been benefited but were not able to do much 
work. The condition of 15 (2.6 per cent) was un- 
changed. Seventeen (2.9 per cent) were in very poor 
condition. 

In the course of ten years, 113 patients had died. 
Three hundred and twenty-seven died from causes 
not related to the gastric disease, 36 from unknown 
causes, and 8 from carcinoma. Three of those 
who died suffered from gastric disturbances inter- 
mittently, and 34 suffered from such disturbances 
constantly. 

In conclusion, the author, who seems to be an 
ardent advocate of gastro-enterostomy, asks whether 
operation is not performed for gastric ulcer too in- 
frequently and answers himself in the affirmative. 

Atpov (Z). 


Spriggs, E.: The Early Recognition and Treatment 
of Cancer of the Stomach. Brit. M.J., 1928, ii, 
838. 

This article reviews a series of thirty-eight cases 
in which a diagnosis of cancer of the stomach was 
made on the basis of the clinical picture supple- 
mented by roentgenological and chemical studies. 
In some of the cases the presence of the lesion was 
demonstrated also by operation. Spriggs states that 
before the discovery of the roentgen rays the diag- 
nosis of gastric cancer was frequently difficult until 
the nutrition was impaired or a palpable tumor 
developed and the prognosis was hopeless. Today 
it can be made in the early stages, but there is still 
too long an interval between the onset of the earli- 
est symptoms and an adequate clinical examination. 
Too many persons with gastric cancer are treated for 
“indigestion” until the chance for surgical removal 
of the lesion has passed. 

The author’s patients were twenty-seven men 
with an average age of sixty-three years and eleven 
women with an average age of fifty-five years. The 
symptoms were discomfort or pain in the abdomen, 
anorexia, nausea, loss of weight, vomiting, flatulence 
or distention, heartburn and eructation, weakness, 
dysphagia or inability to take solids, constipation, 
hematemesis, diarrhoea, and tumor. 
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Occult blood, detected by the benzidine test, is 
usually present in the feces at some time and indi- 
cates ulceration. When associated with a mechan- 
ical deformity, achlorhydria is strong presumptive 
evidence of a growth. The X-ray examination is 
perhaps the most uniformly valuable of all diagnos- 
tic procedures. To obtain the earliest evidence of a 
gross lesion, a full barium meal is necessary. 

Cancer of the stomach should always be suspected 
when mild indigestion occurs for the first time in 
middle age and especially when it occurs in a male 
more than fifty years old. The earliest objective 
sign is probably local arrest of the peristaltic wave 
in the stomach as shown by the X-ray. The tests 
for achylia and occult blood are of great value. A 
patient with gastric cancer may gain weight under 
dietetic treatment even though his chance of cure is 
becoming less favorable. | Joun W. Nuzum, M.D. 


Freeman, L.: Partial Gastrectomy for Peptic UI- 
cers Coincident with Lymphosarcoma of the 
Stomach; Recovery. Colorado Med., 1928, xxv, 
362. 


Freeman reports the case of a physician sixty 
years of age who for two years had suffered from 
gastric distress which came on from three to four 
hours after meals and was relieved by alkalies and 
food. There was no history of bleeding from the 
stomach or bowels. The patient had lost 35 lbs. and 
was weak and exhausted. The total gastric acidity 
was 62 and the free hydrochloric acid 42. The blood 
count was normal. Urinalysis and the Wassermann 
test were negative. X-ray examination revealed a 
filling defect the size of a quarter on the lesser 
curvature near the pylorus. The pre-operative 
diagnosis was peptic ulcer with possible malignancy. 

At operation, the walls of the entire transverse 
portion of the stomach and duodenum were found 
to be pale and twice as thick as normal. Near the 
pylorus there was a firm indurated area the size of a 
dollar, and in the gastrohepatic omentum and along 
the aorta there were numerous enlarged glands. A 
partial gastrectomy was performed, the line of ex- 
cision passing through frankly diseased tissues. 

Recovery was uneventful. The patient gained 
rapidly in weight and strength. Six months later, 
moderate enlargement of the cervical and inguinal 
lymph glands appeared and deep X-ray therapy and 
Coley’s toxins were given for a time. Eighteen 
months after the operation the stomach appeared 
normal on X-ray examination. 

Examination of the resected portion of the stom- 
ach and duodenum revealed a uniform thickening 
with round-celled infiltration of the stomach walls 
involving principally the submucosa. Adjacent to 
the pylorus on the lesser curvature there were two 
indurated peptic ulcers. When sections of the 


stomach and lymph glands were sent to several 
laboratories, four diagnoses were made, viz., carci- 
noma, lymphosarcoma, inflammatory tissue, and 
chronic granuloma. The final diagnosis decided upon 
was lymphosarcoma. 


Joun W. Nuzum, M.D. 


Hurst, A. F.: Recent Advances in the Treatment 
of Gastric Diseases. Brit. M.J., 1928, ii, 770. 

The modern fractional test meal not only shows 
how much acid is secreted, but indicates accurately 
the motor efficiency of the stomach and is the only 
means by which the presence of gastritis may be 
recognized. 

For the development of an ulcer, the presence of 
free hydrochloric acid is required. In the treatment 
of ulcer, a diet must be chosen which produces the 
minimal secretion of acid; atropin and olive oil 
should be given to inhibit the secretion of acid; and 
alkalies should be administered to neutralize the acid 
secreted. 

In Hurst’s opinion, milk should form the basis of 
all ulcer diets as its fat inhibits the secretion of 
gastric juice and its protein combines with some of 
the free acid. Freezer, Gibson, and Matthews have 
demonstrated that milk neutralizes approximately 
its own volume of 0.3 per cent hydrochloric acid. 
Purely carbohydrate diets have none of the neutral- 
izing action of milk. Milk acts more satisfactorily 
when given in small quantities hourly than when 
given in larger quantities at intervals of from two to 
four hours. The ingestion of milk every hour leads 
to complete achlorhydria for a considerable part of 
the day. One of the best neutralizing agents is milk 
combined with sodium citrate. Occasionally in the 
afternoon and evening the presence of free acid be- 
fore meal time necessitates the addition of alkalies. 

Hurst believes that the essential exciting cause of 
gastric and duodenal ulcer is infection. He therefore 
emphasizes the importance of eradicating all foci of 
infection. Tobacco is another factor in the etiology 
as it causes increased acid secretion. 

Hurst limits the patient to an ulcer diet until 
there is complete disappearance of spontaneous 
pain, epigastric tenderness, muscle rigidity, occult 
blood in the stools, and X-ray evidence of the 
crater of the ulcer. 

On account of the ulcer diathesis, the patient 
should not return to his old habits of living after 
healing of the ulcer. 

Until recently, it has been thought that equiva- 
lent doses of various alkalies can be calculated from - 
the chemical formule. At the author’s request, 
Gibson, Freezer, and Matthews estimated the 
hydrogen-ion concentrations of various alkalies by 
adding an excess of alkali to a constant amount of 
0.3 per cent hydrochloric acid. Their findings are 
summarized as follows: 

1. Magnesium oxide and peroxide and sodium 
bicarbonate produce an alkaline solution which 
reaches a maximal and constant degree of alkalinity 
within one minute. Magnesium oxide has a higher 
concentration than sodium bicarbonate. Magnesium 
carbonate attains neutrality in less than one minute, 
and then becomes alkaline, reaching the maximal 
alkalinity in two minutes. 

2. Sodium and potassium citrates and _ tribasic 
calcium and magnesium phosphates become neutral 
within one minute. Calcium carbonate attains 
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neutrality in two and one-half minutes. None of 
these solutions becomes alkaline. 

3. Bismuth oxycarbonate only reduces the 
acidity and never becomes neutral. Aluminum 
silicate and hydroxide, which are frequently used 
for the relief of ‘“‘acidity,” have even a less effect. 

Estimated by weight, magnesium oxide is the 
most efficient alkali. Sodium bicarbonate has only 
one-fourth its value. After neutralizing the acid in 
the stomach, these two drugs stimulate the se- 
cretion of more acid. ‘They are, in fact, two of the 
most powerful gastric stimulants known. When 
given in excess, they produce an alkaline solution, in 
contrast to most alkalies such as calcium carbonate, 
sodium and potassium citrate, and tribasic mag- 
nesium phosphate, which produce a neutral solution. 
Sodium bicarbonate gives immediate relief of pain 
in most cases of ulcer, but its use is followed by an 
increase of secretion. 

Occasionally, when large doses of alkalies are 
given in ulcer treatment, a train of toxic symptoms 
to which the term “alkalosis” is applied may result. 
‘The symptoms nearly always appear within seven 
to fourteen days after the beginning of the alkali 
treatment. Anorexia and depression are noted 
from the first; there is difficulty in the ingestion of 
milk, and after a time headache, nausea, and vomit- 
ing occur. Usually the symptoms are not severe and 
rapidly disappear when the alkalies are stopped. 

Chronic gastritis can be diagnosed only by 
means of a fractional test meal which shows excess 
mucus in all of the fractions. In this condition, 
achlorhydria is often present and the quantity of 
free acid is always less than normal for the individual 
because the thick tenacious mucus adheres to the 
surface of the gastric mucous membrane and blocks 
the mouths of the gastric glands. Only a small part 
of the acid gains access to the lumen of the stomach 
and part of the mucus acts as an alkali, uniting with 
the free acid. An important part of the treatment is 
gastric lavage to wash the stomach free from 
mucus. This is best done in the morning when the 
stomach is empty. Hydrogen peroxide is the best 
agent for the lavage. 

Achlorhydria is a more common condition than 
has been generally assumed. The author reports its 
occurrence in 15 per cent of 762 consecutive patients 
with abdominal disturbances. If the lesion is due to 
a true achylia gastrica and not to chronic gastritis, 
the administration of dilute hydrochloric acid will 
relieve the symptoms. As much as 2 dr. may be 
given three times a day. When mixed with a pint 
of water, this dose provides a solution of approxi- 
mately the same strength as normal gastric juice. 

Cuarces F. DuBots, M.D. 


Foster, W. C.: Intestinal Obstruction. The Cor- 
relation of Recent Experimental Studies and 
Clinical Applications. J. Am. M. Ass., 1928, xci, 
1523. 


Clinically, there are two fundamental groups of 
cases of acute intestinal obstruction which include 


all types of the classical lesions described. Stated 
briefly, these are: (1) cases due to the presence of 
bands and adhesions which cause acute simple ob- 
struction of the gastro-intestinal tract without pri- 
mary vascular derangement, and (2) cases due to 
such causes as volvulus, incarcerated hernia, and 
intussusception, in which there is obstruction of a 
variable length of intestine as well as interference 
with the vascular supply of that portion. The con- 
dition in the second group the author calls acute 
intestinal strangulation. He states that this group- 
ing is also a satisfactory pathological classification. 
He considers it the only proper division for experi- 
mental investigation. He has produced the two syn- 
dromes in animals. 

The complications of acute simple obstruction and 
strangulation proceed in a somewhat similar direc- 
tion but vary greatly in degree, rapidity of develop- 
ment, and severity. These facts are of paramount 
importance in the final outcome. 

In simple obstruction of some duration there may 
occur above the point of occlusion a variable degree 
of distention, ecchymosis, and superficial ulceration 
depending upon the level of the lesion and whether 
fluid, food, or cathartics have been given by mouth. 
The most feared complication is perforation at 
the base of the occluding stricture with resulting 
peritonitis. 

In acute strangulation there is rapid progression 
to gangrene with great distention of the segment. 
This is soon followed by an intraperitoneal transuda- 
tion of toxic fluids and, finally, perforation. 

If one recognizes the different experimental con- 
ditions under which the recent investigations of 
simple bowel occlusion have been made and properly 
interprets the various observations, it will be found 
that most of the observations are in accord. ‘They 
may be summarized as follows: 

1. Simple uncomplicated occlusion of the in- 
testinal lumen is compatible with life over a time 
comparable with that of a normal animal with com- 
plete abstinence from food and water. Animals with 
complete obstruction of the small intestine were 
kept alive for four weeks without any treatment 
except complete starvation. The blood-chloride 
figures remained within normal limits. 

2. The induction of experimental obstruction 
with an abnormal mucosa and the allowance of 
unlimited fluid by mouth produce excessive fluid 
and chloride loss with the development of a hypo- 
chloremic state and complicating alkalosis. 

3. If, in addition to the latter state, there is an 
alteration in the mucosa with distention and ecchy- 
mosis, there is a superimposed moderate intoxication. 

From this work the following deductions were 
made: 

1. In high-level lesions the course is more rapid 
and severe because the intestine has a higher degree 
of irritability and distention is more rapid. Because 
of the anatomical construction of this area, necrosis 
appears more quickly from secretion and interna] 
pressure. 
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2. The amount of distention of the segment, the 
loss of blood, the extent of trauma and distress, and 
the circulatory instability are directly proportional 
to the length of the strangulated segment. 

3. The type and extent of the vascular oblitera- 
tion in turn has a profound effect on theseverity of the 
lesion. This is due to its influence on the production 
of the distended necrotic state of the bowel. 

4. Death from a shock complex can be produced 
in the absence of bacteria from the involved intestine 
if the lesion is extensive. There is a striking re- 
semblance between the clinical syndrome of strangu- 
lation and that of a histamine reaction. 

5. Inshort segments and those in which gangrene 
develops more slowly and with its ever-present 
injury of the mucosa, absorption of the toxic bowel 
content and necrotic tissue takes place. Intoxication 
and shock are both manifest to a less degree. 

6. Rupture is usually dependent upon the rapidity 
of the distention and the necrosis of the segment. 

7. If the case is allowed to progress past the 
twenty-four-hour period, fluid and chloride loss may 
be a complicating factor. 

8. Experimental work with regard to intestinal 
obstruction should be done under local or spinal 
anesthesia. These are the preferred types of anes- 
thesia also for surgical treatment of the condition. 

g. Fluids by mouth should be discontinued. 
Early relief of the obstruction, which prevents the 
many complications of delay, is the means by which 
the mortality rate in this condition is lowered. 

10. Enterostomy alone is of questionable value 
when used as the only procedure of intervention. 
Excision of necrotic segments of bowel is best 
accomplished by the gun-barrel method. In cases 
with strangulation, all anti-shock measures should 
be employed as an adjunct to surgical removal of the 
involved bowel. 

Obstructions of the large bowel are not included 
in the study of simple occlusion as their symptoms 
are usually not acute. 


Orr, T. G., and Haden, R. L.: The Toxzemia of 
Intestinal Obstruction. J. Am. M. Ass., 1928, 
xci, 1529. 

McIver, M. A., and Gamble, J. L.: Body-Fluid 
Changes Due to Upper Intestinal Obstruction. 
J. Am. M. Ass., 1928, xci, 1589. 

Orr and HAYDEN state that the chief and charac- 
teristic chemical changes in the blood in acute 
obstruction of the pylorus and upper intestinal tract 
are an increase in the non-protein nitrogen, a 
decrease in the chlorides, and a rise in the carbon- 
dioxide combining power of the plasma. They re- 
tract their original hypothesis that the fall in the 
blood chlorides is due partly to a combination of the 
chloride ion with a toxic body in a process of de- 
toxication, as they now believe that it is due partly 
to the loss of chloride in the form of hydrochloric 
acid through vomiting. In the toxemia there is a 
greater loss of chlorine than of sodium. The excess 
sodium combines with carbonic acid to form sodium 
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bicarbonate, which is measured by the carbon- 
dioxide combining power of the plasma. 

Obstruction of the upper intestinal tract is asso- 
ciated also with dehydration; a marked increase in 
the blood fibrin, the formation of which is greatly 
accelerated in any condition with tissue injury; and 
an increase in the viscosity of the blood. 

These changes can be prevented and life prolonged 
by the administration of water and sodium chloride. 

McIver and GAMBLE regard the fatal effects of 
loss of the digestive secretions such as occurs in 
simple blockage of the pylorus or upper intestinal 
tract as the result of extensive withdrawal of in- 
organic substances, chiefly sodium and chloride ion, 
from the blood plasma and the interstitial body 
fluids. This explanation makes unnecessary the 
hypothesis of a toxin absorbed from the gastro- 
intestinal tract or a loss in the digestive secretions 
of some vitally important organic substance. They 
emphasize, however, that they regard other types of 
obstruction, the closed loop and obstruction with 
gross interference with the circulation, as represent- 
ing quite different pathological and physiological 
pictures. Harry W. Fink, M.D. 


Morton, J. J., and Stabins, S. J.: The Relation of 
Bacillus Welchii Antitoxin to the Toxzmia of 
Intestinal Obstruction: Experimental Studies. 
Arch. Surg., 1928, xvii, 860. 


In experiments on dogs, Morton and Stabins 
found that when intestinal obstruction was pro- 
duced by dividing the jejunum and turning in the 
loops 10 in. below the ligament of Treitz, the dogs 
died after from three to ten days from a toxamia 
manifested by clinical signs and changes in the blood 
chemistry. In another series of experiments they 
found that after the development of a well-marked 
toxemia, recovery sometimes resulted after an 
operation to relieve the obstruction if bacillus welchii 
antitoxin was administered intravenously, but failed 
to result if other antitoxic sera were used. When 
bacillus welchii antitoxin was injected intravenously, 
the appearance of toxic symptoms seemed to be 
delayed. Howarp A. McKnicut, M.D. 


Simons, E. J.: Multiple Diverticula of the Small 
Intestine. Minnesota Med., 1928, xi, 752. 


Simons reports the case of a man fifty-seven years 
of age who was suddenly seized with epigastric pain 
while pumping water. ‘The pain was so severe that 
it compelled him to lie down “doubled up” for some 
time. He complained of nausea but did not vomit. 
Seven hours later the pain was localized in an area 
4 in. in diameter in the epigastrium and there was 
board-like rigidity throughout the upper part of the 
abdomen. A ruptured gastric ulcer was suspected. 

At operation, no ulcer was palpable or visible in 
the stomach or duodenum. ‘The small bowel was 


found to be cyanotic and distended with gas. The 
discoloration extended downward for about 3 ft. 
No pulsation could be felt in the mesenteric artery. 
A 2-ft. portion of the upper mesentery of the small 
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bowel was white. Along the course of the duodenum 
and upper jejunum there were multiple small diver- 
ticula extending into the tissue between the layers of 
mesentery. Hot applications were made to the 
cyanosed segment of the small bowel and the ab- 
domen was closed. The patient made a good recov- 
ery and has remained in good health for the past 
eighteen months. 

The report of the pathologist was as follows: “‘It is 
evident that there was a temporary occlusion of the 
circulation of the 3 ft. of small bowel that was par- 
tially infarcted. It is also clear that there was not a 
thrombosis of either artery or vein. . . . I believe 
that you were dealing with an extravasation of chyle 
into the mesentery resulting from rupture of a 
lymphatic. Recovery was due to the fact that the 
exudate was absorbed and the pressure on the vessels 
released before actual gangrene occurred.” 

Joun W. Nuzum, M.D. 


Neugebauer, F.: Phlegmons of the Small Intestine 
(Duenndarmphlegmone). Zentralbl. f. Chir., 1928, 
lv, 1651. 

To the forty cases of phlegmon of the small 
intestine reported by Bundschuh and Wolf in rors, 
in all of which the uppermost portion of the small 
intestine was involved and death resulted, the author 
adds a case in which the lowermost portion of the 
ileum was involved and recovery resulted. 

In a patient twenty-six years of age who presented 
the usual symptoms of appendicitis an encapsulated 
abscess was found surrounding the gangrenous 
appendix. The median wall of the abscess was 
formed by a 20-cm. portion of the terminal ileum 
that was bluish-red and infiltrated. A 40-cm. por- 
tion of the ileum was resected together with the 
cecum and the ascending colon, and the ileum and 
transverse colon were then anastomosed. Micro- 
scopic examination revealed phlegmonous inflamma- 
tion of the small intestine due to streptococci. 

Simon (Z). 


Henske, J. A., and Best, R. R.: Dilatation of 
the Duodenum or Chronic Obstruction of the 
Duodenum Congenital in Origin. Am. J. Dis. 
Child., 1928, xxxvi, 1224. 

Dilatation of the duodenum in the adult is now 
recognized as a clinical entity. The symptoms, 
signs, and X-ray appearance are typical. The con- 
dition is usually due to an embryonic band, a mal- 
formation, adhesions, or compression by the mesen- 
teric root or superior mesenteric artery. 

The authors report the case of an infant with 
constriction of the duodenum due to malformation 
and compression by the root of the mesentery, the 
result of incomplete rotation of the intestine on its 
mesenteric axis. The history was typical of dilata- 
tion of the duodenum in the adult and indicates the 
need for a more careful study of persistent vomiting 
in infancy and childhood and more frequent use of 
the X-ray when the diagnosis is difficult. 

SAMUEL Kaun, M.D. 


Pendergrass, R. C.: Duodenal Diverticula. Am. J. 
Surg., 1928, v, 491. 

Duodenal diverticula may be defined as pouches or 
pockets in the duodenal wall which have a free com- 
munication with the lumen of the duodenum. The 
use of the roentgen ray in the study of the gastro- 
intestinal tract has led to the discovery of many 
duodenal diverticula which would otherwise have 
escaped detection. 

Diverticula may be classified as true and false, and 
as congenital and acquired. 

Diverticula occur most commonly in the second 
and third portions of the duodenum. Occasionally 
they contain gall stones, and sometimes they undergo 
malignant change. They may be as small as a small 
pea or several centimeters in diameter. They are 
frequently associated with ulcer of the duodenum. 

The clinical picture is not definite. The patient 
may complain of pain unrelieved by food and of acid 
eructations, nausea, and vomiting. The general 
symptoms may suggest gall-bladder disease, ulcer, 
duodenitis, pancreatitis, duodenal ileus, or gastric 
pylorospasm. ‘The chief aid in the diagnosis is X-ray 
examination. 

The treatment will depend largely upon the se- 
verity of the symptoms. The usual treatment is 
ligation and excision of the diverticulum with in- 
vagination of the base and suture. When medical 
treatment is decided upon, treatment based on that 
for duodenal ulcer is most likely to give good results. 

The author reports two cases of duodenal diver- 
ticulum. The first case was that of a woman thirty- 
eight years of age whose chief complaints were pain 
and soreness in the abdomen. Inflammation of the 
bowels had been manifested for nine years by gas 
and moderately severe pain in the right side of the 
abdomen. There was no history of bloody stools. 
The patient was constipated and took laxatives 
frequently. Her present illness began six days before 
her admission to the hospital with soreness in the 
lower part of the abdomen on the right side and slight 
nausea. The patient had vomited twice since the 
onset. 

On physical examination, the abdomen was found 
moderately distended and tympanitic. A diagnosis 
of acute appendicitis and enteritis was made and 
operation was advised, but the patient refused surgi- 
cal treatment. 

X-ray examination revealed a ptosed stomach 
with good tone and peristalsis. There was marked 
pylorospasm with an irritable duodenum. A dense 
clump of barium was seen lying in the second portion 
of the duodenum. Examination in the oblique po- 
sition showed a pedunculated extension from the 
loop of duodenum. Under the fluoroscope, the 
pocket was seen to fill from the duodenum. After six 
hours, the stomach was empty, but the barium 
clump persisted in upper abdomen to the right of the 
midline. This was still visible after twenty-four 
hours in the same location. 

The patient was again advised to submit to opera- 
tion for the diverticulum but refused to do so. Under 





in 

tur 
ind 
lap: 
def 
int 


Hal 


in tl 

















SURGERY OF THE ABDOMEN 333 


medical treatment consisting of dietary measures, 
the administration of belladonna, magnesia-mineral 
oil, etc., there was slight relief of the gas but no gain 
in weight. In the author’s opinion, the symptoms 
were due largely to the occurrence of inflammation 
in the duodenal diverticulum. 

The second case was that of a man of thirty-four 
years who complained of attacks of acute indigestion 
with gas, belching, constipation, and epigastric pain 
after meals which was partially relieved by soda. 
The patient said that he was largely free from symp- 
toms if he was careful to keep his bowels open with 
laxatives. For the past six weeks he had been in bed 
under treatment for ulcer in another hospital. 

Physical examination was essentially negative. 
Roentgenological examination revealed a_ ptosed 
stomach with good tone and no evidence of gastric 
ulcer. Fluoroscopic examination and serial roent- 
genograms revealed a pocket in the first portion of 
the duodenum just beyond the bulb. After five 
hours the duodenal pocket remained filled. 

The patient was put to bed, treated with lacto- 
dextrin, turpentine stupes, enemas, and belladonna, 
and restricted to a light diet. Under this treatment 
there was a marked decrease in the abdominal pain 
and gas. At the end of two weeks the patient had 
gained 3% lb., his appetite had returned, and the 
abdominal discomfort was negligible. He was then 
given a full diet. At the present time he is on a 
liberal diet, takes mineral oil, and has gained 12 lb. 

Joun W. Nuzum, M.D. 


Golden, R.: Non-Malignant Tumors of the Duo- 
denum. Am. J. Roentgenol., 1928, xx, 405. 


To seventeen cases of non-malignant tumors of 
the duodenum reported in the literature, Golden 
adds two more. The tumors included six adenomata 
composed of mucous cells, five adenomata composed 
of Brunner’s glands, three myomata, one calcified 
fibro-adenoma, one tumor composed of fibrous tissue, 
one hemangioma, and one lymphangio-endothelioma. 

Golden states that a non-malignant tumor of the 
duodenum may be the cause of gastric symptoms 
and hemorrhage. In three of the cases reviewed the 
diagnosis was made by roentgen-ray examination 
which showed a filling defect. 

In the author’s cases surgical removal of the 
tumors was followed by relief. 

The author is of the opinion that a filling defect 
in the duodenal bulb suggesting a non-malignant 
tumor and associated with six-hour gastric retention 
indicates a growth arising in the stomach and pro- 
lapsing into the duodenum whereas a similar filling 
defect without retention indicates a growth arising 
in the duodenum itself. J. Frank Doucury, M.D. 


Halpern, J.: The Pathogenesis and Treatment of 
Peptic Ulcer of the Jejunum (Zur Pathogenese 
und Behandlung der peptischen Jejunalgesch- 
wuere). Nov. chir. Arch., 1928, xix, 210. 


With regard to the réle of various operative methods 
in the pathogenesis of peptic ulcers of the jejunum, 


the author states that anterior gastro-enterostomy 
with Braun’s anastomosis has a deservedly bad 
reputation, but the ulcer develops also after other 
methods, even the most extensive gastric resec- 
tions. 

Except in the very rare cases of successful medical 
treatment, peptic ulcer of the jejunum must be 
treated surgically. Two procedures are used: the 
conservative (restoration of the original normal 
anatomical relations), and the radical (resection of 
the ulcer together with the adjoining parts of the 
stomach). The restoration of the normal anatomical 
relations (Uspensky’s method among others) should 
be carried out in the cases in which the original 
gastric or duodenal ulcer is healed and there is no 
pyloric stenosis. However, conservative methods 
do not by any means protect against recurrence. 
Resection of a peptic jejunal ulcer offers at times 
very great technical difficulties and prevents recur- 
rences only when it is completed according to the 
Billroth II method or by suturing the stump of the 
stomach into the mobilized vertical segment of the 
duodenum. Moreover, it makes great demands on 
the strength of the patient, who is not always able to 
withstand the severe operation. If such a radical 
operation does not appear possible, the surgeon 
must be content with resection of the peptic ulcer 
with end-to-end restoration of the continuity of the 
intestine and the formation of a new gastro-enteros- 
tomy. This procedure gave very good results in one 
of the author’s cases. The patient is entirely well 
fourteen years after the operation and although he 
is sixty-seven years of age is able to do heavy farm 
work. Aupov (Z). 


Camp, J. D.: Jejunal and Gastrojejunal Ulcer and 
Their Associated Roentgenological Signs. J. 
Am. M. Ass., 1928, xci, 1436. 

Jejunal and gastrojejunal ulcers simulate in form 
the usual types of gastric ulcer, namely, the mucous, 
penetrating, and perforated types. Penetrating 
ulcers are the most common and are usually found 
in the suture line or in the jejunum near the anas- 
tomosis. 

Jejunal ulcers are nearly always located in the 
efferent loop. 

The interpretation of the roentgenological signs 
of gastrojejunal ulcer requires an understanding of 
the characteristics of a normal gastro-enterostomy. 
According to Carman, the following conditions de- 
note a normal anastomosis: 

1. The meal passes freely through the stoma. 

2. There is no gastric residue. 

3. The duodenum is not dilated. 

4. The stomach is usually smaller than is usual 
without a gastro-enterostomy. 

5. Gastric peristalsis is not overactive. 

6. The contour in the vicinity of the stoma is 
not deformed. 

7. The efferent limb of the jejunum is neither 
narrowed nor markedly irregular. 

8. The stomach is moderately mobile. 
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9. The stomach is not deformed and does not 
show a tendency toward spasticity or toward hour- 
glass formation. 

The roentgenological signs of gastrojejunal ulcer 
are of two types, the direct and the indirect. The 
direct signs, which indicate the lesion itself, are an 
ulcer niche or crater deformity about the stoma, 
partial or complete occlusion of the stoma, irregu- 
larity of the jejunum, and gastrocolic fistula. ‘The 
indirect signs are gastric retention, hyperperistalsis, 
dilatation of the stomach, spasticity of the stomach, 
dilatation of the duodenum, and spasticity of the 
jejunum. These are not positive indications of a 
lesion, but collectively or in combination they may 
suggest disease. 

The author discusses each of these signs at some 
length. Special stress is placed on the niche which 
the author believes is the most important finding in 
these conditions. In support of this view, he cites 
ten consecutive positive cases in which a niche or 
crater was disclosed eight times. An accurate 
diagnosis requires careful palpation under the 
fluoroscope with the patient in the upright position. 
Examinations should be made with small quantities 
of barium; usually one or two swallows are sufficient. 
Stomal and jejunal craters invariably fill with the 
first swallow of barium and the niche is best seen at 
this time. It will stand out as a remaining shadow 
of increased density in the stoma or as a projec- 
tion about 1 cm. in diameter from the contour of 
the jejunum. In the latter case it is usually in the 
efferent loop and rarely more than 5 cm. from the 
anastomosis. The shadow must be differentiated 
from barium flecks retained by gastric ruge or 
jejunal folds. The latter can be effaced or changed 
by pressure or manipulation. Niche shadows will 
remain unchanged or will become more pronounced 
under pressure. If they empty, they will re-appear. 
Questionable shadows should be confirmed by a 
second examination. Apotpu Hartunc, M.D. 


Porzelt, W.: Perforated Peptic Ulcer of the Jejunum 
Following Perforation of an Ulcer of the 
Duodenum (Das perforierte Ulcus pepticum 
jejuni im Gefolge des Zwoelffingerdarmgeschwuers- 
durchbruchs). Zentralbl. f. Chir., 1928, lv, 1740. 

A man thirty-one years old who was treated by 
gastro-enterostomy with a Braun anastomosis for 
perforated ulcer of the duodenum came.to operation 
six months later for a peptic ulcer that had per- 
forated into the peritoneal cavity. 

Distal to the gastro-enterostomy a perforation the 
size of a pea was found in the loop of jejunum. 
There was no trace of the old ulcer in the duodenum. 
Resection was done by the Kroenlein-Roux method 
with a Y anastomosis. ‘Two-thirds of the stomach, 
including the gastro-enterostomy and the Braun 
entero-anastomosis, were removed. ‘The _ blindly 
closed efferent loop of jejunum was fastened by end- 
to-side anastomosis to the remaining part of the 
stomach and the blindly closed afferent loop of jeju- 
num fastened side-to-side to the efferent loop. 


The resected specimen showed an ulcer the size of 
a pfennig with a pea-sized perforation on the distal 
side of the intact anastomosis. 

The operation was followed by a smooth con- 
valescence, but the patient did not obey the in- 
structions given him regarding his diet and developed 
clinical and roentgen signs of a new peptic ulcer at 
the site of the gastro-intestinal anastomosis. 

On the basis of this case and similar cases reported 
in the literature, the author advises against gastro- 
enterostomy in cases of freely perforating duodenal 
ulcer. He believes that if the patient can be nour- 
ished parenterally and rectally for a sufficiently long 
period of time the best treatment is suturing of the 
perforation. Under such circumstances the Eiselsberg 
jejunostomy also is contra-indicated. If the general 
condition and the length of time that has elapsed 
since the perforation do not allow primary resection, 
secondary resection is the relatively surest pre- 
ventive of peptic ulcer of the jejunum. From the 
reports of Burgfeld and Harlinger, it seems to the 
author doubtful whether the Billroth I or II method 
should be used. The fact that disturbances suggest- 
ing ulcer may recur, as in the author’s case, even 
after extensive resection with a change in the acidity 
leads to the conclusion that the after-treatment 
should be left to the internist. Loenr (Z). 


Cancelmo, J. J.: Carcinoma of the Jejunum. Ann 
Surg., 1928, |xxxvili, 941. 

Less than 1 per cent of carcinomata of the gastro- 
intestinal tract occur in the small intestine. Unless a 
carcinoma of the small intestine is obstructive, the 
physical findings are few. Because of the fluidity of 
the contents of the small intestine, the mass is often 
not palpable, and unless the lesion is ulcerative, 
blood is not found in the stools. Even the roent- 
genogram seldom indicates that the lesion is a car- 
cinoma. 

The author reports the case of a woman sixty- 
three years of age who gave a history of indigestion 
of eight years’ duration. During the last four years 
this condition had become more severe, and for eight 
months there had been slowly increasing enlarge- 
ment of the abdomen. The patient stated that her 
appetite was poor and that about an hour after each 
meal she had cramp-like pains in the center of the 
abdomen. She had always been costive. Vomiting 
occurred almost daily. 

Operation revealed a large mass involving about 3 
ft. of the jejunum. This was found to be an adeno- 
carcinoma primary in the mucosa of the jejunum 
which had invaded the muscular and serous coats. 

SAMUEL Kaun, M.D. 


Devine, H. B.: Colon Surgery in the Debilitated. 
J. College Surg. Australasia, 1928, i, 173. 


Surgery of the colon is associated with danger 
because of the fact that the large intestine has a poor 
blood supply and highly septic contents; the presence 
of a carcinoma or chronic obstruction lowers the 
patient’s resistance; wound healing is slow; and 
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peritonitis is not uncommon. The safest procedure 
is partial colectomy by the Mikulicz method. 

Devine describes a modification of the Mikulicz 
operation which makes it practically a one-stage 
procedure. The first step is identical with that of 
the Mikulicz technique except that the mesentery is 
ligated. The second step is modified in that the open 
ends of the bowel are closed gradually while the 
patient is in his bed. The extra-abdominal part of 
the spur is clamped as soon as the blood supply is 
assured and a few stitches are placed to keep the 
mucous membrane well inverted. A few days later 
the clamp is removed and applied to the intra- 
abdominal part of the spur. 

When the spur has been cut through, sutures 
are inserted where. necessary and the mucous 
membrane is dissected away. Some of the sutures 
cut out, but after three or four weeks the extra- 
abdominal part of the intestine is practically closed 
and has reached the level of the abdominal wall. 
Under local anesthesia this stump is then dropped 
beneath the muscles and closed over. 

The author has employed this technique in eight 
cases with only one death. The operation is of 
value especially for old and debilitated patients and 
in cases in which it is not deemed advisable to take 
the time necessary for the anastomosis at the pri- 
mary intervention. Joun W. Nuzum, M.D. 


Dumbadze, D.: Chronic Appendicitis in Children 
(Zur Frage ueber chronische Appendicitis bei 
Kindern). Vestn. Chir., 1927, xi, 77. 

In a period of eight months the author operated 
upon forty children for appendicitis. On the basis 
of these cases he concludes that appendicitis is very 
common in children but very rare in infants, and 
occurs more frequently in girls than in boys. With 
the first menstruation, the pain in the ileocecal 
region is increased. In the author’s opinion, there is 
a familial tendency to develop appendicitis. In 
children, the condition does not have a typical 
onset. It begins with constipation, headache, ano- 
rexia, and nausea or vomiting. Only later is there 
an acute attack such as occurs in adults and this 
usually lasts only a few hours. In general, there is 
no reliable symptom for the early diagnosis of 
appendicitis in children, but the occurrence of nausea 
and constipation is very suggestive of the condition. 

The author does not approve of roentgen examina- 
tion. He believes that in the cases of children it is 
dangerous. 

In sixteen of the cases reviewed the appendix ap- 
peared macroscopically normal but showed micro- 
scopic changes. In twenty-four cases it presented 
marked gross changes. In twelve cases it contained 
faecal concretions; in five, oxyuris vermicularis; and 
in others, hair, bristles, nut shells, etc. In one case, 
that of a thirteen-year-old girl, sigmoiditis devel- 
oped and two operations were necessary. In thirty- 
four of the cases the operation was followed by 
complete relief, but in four the pre-operative dis- 
turbances persisted. 


In the author’s opinion, appendicitis in children 
should be treated surgically and the operation 
should be performed early when possible. 

Kocu (Z). 


Fellows, H. H.: What Is a Chronic Appendix? Med. 
Clin. N. Am., 1928, xii, 611. 


Chronic appendicitis is characterized by atrophy 
of the glands and lymphoid tissue with a subsequent 
replacement fibrosis. It frequently follows an acute 
inflammatory reaction. The fibrotic changes may 
or may not cause obstruction or obliteration of 
the lumen of the appendix. When obstruction or 
obliteration occurs, a cystic dilatation may develop. 
Fecal concretions, foreign bodies, and congenital 
and acquired bands may cause chronic disease of 
the appendix. 

Chronic appendicitis is most common in young 
adults. As a rule it causes a dull pain and definite 
tenderness in the right lower quadrant of the 
abdomen. The symptoms do not follow an acute 
attack directly, but develop gradually. They may be 
persistent or intermittent. In some cases they may 
be interrupted by an occasional acute exacerbation 
of varying intensity. 

In from 65 to 70 per cent of the cases the roentgen 
ray is of aid in the diagnosis. The two most reliable 
X-ray findings are retention of barium in the appen- 
dix and evidence of tenderness to pressure noted on 
fluoroscopic examination. An appendix filled with 
barium after forty-eight hours when the remainder 
of the colon is empty is of more significance than an 
appendix filled with barium after seventy-two hours 
when the transverse and descending colon still con- 
tain a part of the meal. 

Howarp A. McKnicut, M.D. 


Bychovsky, G.: The Question of Rectal Carcinoma 
(Zur Rectumcarcinomafrage). Vestn. Chir., 1927, 
xi, II. 

The author has operated upon 123 cases of malig- 
nant lesions of the rectum. In 87, a radical opera- 
tion of the sacral type was done, but in 35 the condi- 
tion was so far advanced that only a colostomy was 
possible. 

Bychovsky has found carcinoma in 8.5 per cent 
of all operations on the rectum. It is the third most 
frequent carcinoma, cancer of the breast being the 
most frequent and cancer of the stomach next most 
frequent. In only 4 of the 123 cases reviewed was a 
sarcoma discovered. The author noted that cancer 
of the rectum was more frequent and more malignant 
in the second half of the war, after 1916. The most 
common type was the adenocarcinoma. ‘The poste- 
rior wall of the rectum was involved more frequently 
than the anterior wall. Circular involvement was 
least common. The carcinoma was situated most 
frequently in the ampulla, next most frequently in 
the rectum, and least frequently in the anus. Be- 
cause of their tendency to undergo malignant 
change, papillomata and polyps in adults should be 
treated as cancer. Metastases of cancer of the rec- 
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tum are spread by the lymph and blood routes. 
They involve first the liver and then the bones. The 
course of rectal cancer is much more malignant and 
more rapid in young than in old patients. 

The author advises diagnostic biopsy when rectal 
carcinoma is suspected, but emphasizes that this 
should be done with the cautery instead of the scalpel. 

In general, the prognosis of cancer of the rectum 
is better than that of cancers in other organs such as 
the stomach and breast. If not operated upon, rectal 
cancer usually causes death within three years. 

Of the author’s 87 patients who were subjected 
to radical operation, 15 (17.4 per cent) died follow- 
ing the operation, whereas of the 35 subjected to 
colostomy, 4 (11 per cent) died as the result of the 
operation. Of the 46 patients who could be traced 
after the radical operation, 17 were alive after three 
years, 14 were alive after five years, and 7 were alive 
after from ten to twenty-four years. 

The author prefers spinal anasthesia for the 
radical operation. The procedure of choice, he 
believes, is the sacral method. If this is not ade- 
quate, he uses the combined abdominodorsal ap- 
proach, and in cases in which the carcinoma is 
situated very high, the abdominosacral method. 
Even when only the formation of an artificial anus 
is possible, the patient is greatly benefited and gains 
weight. Kocu (Z). 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Wangensteen, O. H.: The Hemorrhagic Diathesis 
of Obstructive Jaundice and Its Treatment. 
Ann. Surg., 1928, Ixxxviii, 845. 


One of the most important causes of death follow- 
ing surgical intervention for the relief of biliary 
obstruction is hemorrhage. The retention of bile in 
the organism per se is probably not responsible for 
the tendency to bleed and the alteration in the 
coagulation of the blood in icterus. The explanation 
lies rather in the injury of liver tissue and the 
diminution of liver function consequent upon the 
biliary obstruction. 

The retention of bile pigments in obstructive 
jaundice is thought to cause a functional deficiency 
in calcium and to render the blood calcium less 
available for coagulation of the blood. An actual 
quantitative deficiency of blood calcium, however, 
does not occur. Calcium is a good remedy to 
reduce the prolonged extravascular clotting time 
of the blood in biliary obstruction. 

The treatment most urgently indicated to prevent 
hemorrhage in obstructive jaundice is early relief 
of the biliary obstruction. Morris H. Kaun, M.D. 


Bockus, H. L., and Gershon-Cohen, J.: Simul- 
taneous Non-Surgical Drainage of the Gall 
Bladder and Intravenous Cholecystography. 
Arch. Int. Med., 1928, xlii, 735. 


The authors report their results in nine cases in 
which non-surgical biliary drainage was performed 


simultaneously with cholecystographic studies. The 
stimulants used to evacuate the contents of the gall 
bladder were 33 per cent magnesium sulphate, 50 
percent magnesium sulphate, and olive oil. A marked 
reduction in the size of the gall bladder was found 
in every case. The patients were prepared for the 
study by the use of tetra-iodophenolthalein. Three 
and five-tenths grams of the dye dissolved in 100 
c.cm. of normal salt solution were given intrave- 
nously at 9 p.m. after a fat meal of cream and milk 
had been ingested at 5 p.m. Roentgenograms were 
made at 9:30 the following morning and also sub- 
sequent to the use of the various stimulants. 

Of the three stimulants employed, olive oil was 
the most effective, but the gall bladder was not 
emptied completely in any case. According to the 
size and density of the shadow, emptying of more 
than one-half occurred in seven cases. The adminis- 
tration of a fat meal by mouth brought about fur- 
ther evacuation of the contents of the gall bladder. 
In the two other cases no further change occurred. 

The authors conclude that medical biliary drain- 
age properly conducted will evacuate the gall blad- 
der as well as a fat meal in 30 per cent of cases and 
that it will cause an appreciable drainage of bile 
from a normal gall bladder in practically every case. 

MaNve- E. LicutTeNnstre1n, M.D. 


Feinblatt, H. M.: The Infrequency of Primary 
Infection in Gall-Bladder Disease. New England 
J. M., 1928, cxcix, 1073. 

Four hundred gall bladders removed at operation 
were studied pathologically. In 20 cases the condi- 
tion found on gross examination was acute empy- 
ema. Gall stones were present in 60 per cent of the 
chronic cases and 63 per cent of the acute cases. 
In 48 per cent of the cases the clinical diagnosis was 
chronic cholecystitis and operation was performed 
during a quiescent period of the disease. Forty-two 
per cent of the patients who were admitted to the 
hospital during an attack were considered to be suffer- 
ing from acute cholecystitis. Fifty per cent of the 
total number were under forty years of age. The 
ratio of females to males was 4:1. As the result of 
his study, Feinblatt draws the following conclusions: 

1. Histopathological study of gall bladders re- 
moved at operation indicates that the importance of 
infection in the causation of cholecystitis has been 
greatly over-estimated, while the importance of me- 
tabolic and mechanical factors has not received due 
consideration. 

2. Primary infectious lesions of the gall bladder 
are exceedingly rare, and focal infection arising from 
this organ has not been proved. 

3. Since cholecystitis seldom gives rise to peri- 
tonitis, the emergency treatment of gall-bladder 
disease can in no sense be compared with that for 
appendicitis. 

4. The treatment of cholecystitis is primarily 
medical and becomes surgical only when complica- 
tions of a mechanical nature develop. 

Emit C. Rositsnek, M.D. 
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Petzetakis: Ameebic Cholecystitis. The Presence 
of Ameebe in the Pus of Purulent Calculous 
Cholecystitis (De la réalité de la cholécystite 
amibienne. Présence d’amibes dans le pus d’une 
cholécystite calculeuse purulente). Bull. et mém. 
Soc. méd. d. hép. de Par., 1928, xliv, 1295. 

The author has repeatedly maintained that 
amoebic dysentery is only the best known of the 
many manifestations of amoebic infection, and that 
there is an amoebemia that may result, among 
other manifestations, in amoebic cholecystitis. 

In this article he reports the case of a woman of 
sixty-five years who entered the hospital with signs 
of suppurative cholecystitis. The gall bladder was 
enlarged and adherent. Cholecystotomy was per- 
formed and a large stone was found in the common 
duct. Microscopic examination of the fluid showed 
many amoebe and cysts. The Yall bladder was 
drained. After six injections of 0.04 gm. each of 
emetin the fever subsided and the patient was dis- 
charged cured. 

In this case there was no history of dysentery. 
The cholecystitis did not result from an abscess of 
the liver because the liver was found normal and the 
symptoms from the beginning were those of chole- 
cystitis. Such a cholecystitis may be brought about 
by blood infection in the course of an ameebic in- 
festation that has not caused intestinal disease; by 
the ascent of cysts traversing the duodenum; or by 
descending infection from an amoebic hepatitis that 
has not caused abscess. The case is of interest also 
with respect to the pathogenesis of biliary calculi 
which are so frequent in Egypt. Without doubt, the 
amoebic infection was the cause of the large gall- 
stone that was found in the common duct. 

If cholecystitis caused by amoeba is diagnosed 
early, the prospects for cure are better than in 
bacterial cholecystitis. If a cure is not obtained 
early, the gall bladder remains a reservoir of 
amcoebe from which dysentery may develop. 

Aubrey G. Morcan, M.D. 


Haberer, H.: Surgery of the Biliary Tract (Zur 
Gallenwegechirurgice). Arch. f. Verdauungs- Krankh., 
1928, xliii, 155. 

In 1925 the author reported that in 565 cases in 
which he operated for gall stones there was no 
instance of fatal peritonitis developing entirely un- 
expectedly, i.e., under conditions that could not 
have been explained either by the findings at opera- 
tion or by the nature or technique of the operative 
procedure. In 154 cases operated upon in the last 
two years there were 2 cases of peritonitis. In both 
of these cases, following a simple, entirely clean 
cholecystectomy, a closed empyema was found and 
the bed of the wound was therefore drained. In 1 
case the peritonitis had apparently started in a 
stitch abscess around a catgut suture that had been 
used in suturing the bed of the gall bladder. 

Observations at operation in 2 other cases gave 
the author the opportunity to explain such puzzling 
instances of peritonitis. In the first case, in which 


there was an empyema, great care was taken in the 
extirpation of the organ not to injure the peritoneal 
covering of the undersurface of the liver, but just as 
Haberer was about to suture the bed of the liver, he 
noticed drops of pus coming in large numbers from 
the peritoneal covering. He is not inclined to the 
belief that this was a case of suppurative inflam- 
mation of the lymph vessels since we know that, in 
general, lymph vessels are such delicate structures 
that even when suppurative infection is present and 
the vessel is cut across, it is hardly ever possible to 
see pus with the naked eye. He believes, rather, that 
this was a case of numerous aberrant ducts into 
which the pus from the empyema entered directly, 
such ducts usually being connected on one side with 
the gall bladder, passing obliquely through its wall, 
and on the other side with the liver. 

Haberer reports a case in which a second lapa- 
rotomy was necessary twenty-four hours after the 
first operation because, after closure of the abdomen 
without drainage, there had been an escape of bile 
beneath the liver. ‘The cystic duct ligature was in 
good condition, but a continuous oozing of bile 
occurred from the bed of the liver, which was cov- 
ered with peritoneum. 

In a second case reported there was an aberrant 
duct of remarkably large size. The patient was a 
forty-seven-year-old woman who, following frequent, 
severe febrile attacks, decided to submit to operation 
because the last attack persisted after a week. In 
the course of a retrograde cholecystectomy, the 
exposure of the neck of the gall bladder met with 
difficulties on account of many areas of fresh in- 
flammation in the old, indurated adhesions. In 
separating the gall bladder from its bed, the surgeon 
suddenly opened up a duct lying beside the gall 
bladder and a large amount of bile escaped. He 
immediately examined the deep bile ducts, thinking 
that he might have injured the hepatic duct, but the 
deep bile ducts were found intact. The duct proved 
to be, as was demonstrated by the opened gall- 
bladder specimen, a particularly large aberrant duct. 
A large quantity of bile was evacuated through the 
drain; the quantity became even greater after the 
removal of the strip of gauze on the sixth day. 
Doubtless the cystic duct ligature had cut through 
in the inflamed tissue. 

The patient made a good recovery and the fistula 
finally closed, but five days after the operation, pain, 
loss of appetite, and an increasing icterus began. 
At a second laparotomy it was found that the 
common bile duct was compressed by about '% liter 
of bile that had collected between the adhesions of 
the stomach, the large intestine, and the liver. The 
bile ducts were dissected from the adhesions with 
difficulty, whereupon the stump of the cystic duct 
was found to be open. A T-drain was inserted, since 
a sound could be passed into the bile ducts with ease. 
The icterus rapidly disappeared. ‘The patient’s 
condition remained good so long as the T-drain re- 
mained in the common bile duct. When the drain 
was removed, a bile fistula developed and the 
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general condition became worse. Later the stools 
again became acholic and the bile fistula re-opened. 
Another drain was then inserted and, as a pre- 
cautionary measure, was left in. The patient lost 
weight, again became jaundiced, and finally devel- 
oped a duodenal fistula. 

At a third operation, the peripheral segment of 
the common bile duct was found to be transformed 
into an indurated mass. With extreme difficulty, the 
central portion of the common bile duct was dis- 
sected free from the porta of the liver. A large 
quantity of bile was at once discharged. The in- 
durated adhesions made it impossible to bring the 
common bile duct over to the duodenum. Hence it 
was necessary to mobilize the duodenum. The 
author succeeded in turning the duodenal fistula 
back over the stump of the common bile duct and 
stitching it to this stump and to the undersurface of 
the liver with a circular row of sutures. Healing 
was complete at the end of four weeks. Recovery 
was rapid, and the general condition has now re- 
mained good for a month and a half. 

The author states that this was the second case in 
which he was obliged to operate on account of 
fistula of the stump of the cystic duct, and in both 
cases the operation was rendered difficult by indura- 
tions. He attributes the difficulty chiefly to the re- 
peated attacks over a period of years which had led 
to severe inflammatory changes, and also to the fact 
that in the end it was impossible to delay operation 
for the last inflammatory attack to clear up. Pre- 
vention of such complications lies in earlier opera- 
tion. The author’s chief reason for reporting these 
cases, however, was to show the important réle 
that may be played by aberrant ducts. Haberer 
believes that they may explain many hitherto 
puzzling cases of peritonitis following operations on 
the gall bladder. SCHUENEMANN (Z). 


MISCELLANEOUS 


Personal Experiences in Abdominal 
Northwest Med., 1928, 


Cohn, L: 
Surgical Emergencies. 
XXVil, 505. 

Cohn discusses spontaneous, traumatic, opera- 
tive, and postoperative abdominal emergencies. The 
spontaneous emergencies include acute appendicitis, 
perforating gastric and duodenal ulcers, gastric 
hemorrhage due to intrinsic and extrinsic causes, 
subcutaneous hemorrhages, hwemorrhages of the 
mucous membranes, particularly those associated 
with splenomegaly, and acute gangrenous chole- 
cystitis. ‘The traumatic emergencies discussed are 
traumatic ruptures of solid viscera, particularly the 
spleen, and hemorrhage. The operative emergencies 
considered are conditions arising from unintentional 
trauma such as injury to the common duct during 
a cholecystectomy, injury of the intestines during an 
abdominal incision, hemorrhage during laparotomies 
and sliding hernia. The postoperative emergencies 
discussed are intestinal obstruction, alkalosis, ham- 
orrhage, and rupture of the abdominal wall. 
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In cases of appendicitis, early diagnosis and early 
operation will prevent many of the unfavorable 
sequelx. In cases of gall-bladder disease, emergency 
operations are comparatively rare. In acute chole- 
cystitis, if there is evidence pointing to perforation, 
empyema, or gangrene, operation is an emergency 
procedure. Under such conditions, cholecystectomy 
may prove disastrous. Therefore cholecystostomy 
should be done and cholecystectomy postponed 
until it can be performed with less danger. Perfora- 
tion of gastric and duodenal ulcers requires immedi- 
ate operative intervention. ‘The possibility of per- 
foration of the stomach should be considered when, 
in cases with a history of indigestion, sudden acute 
diffuse pain is followed by generalized rigidity with- 
out nausea or vomiting. Gastric haemorrhage may be 
associated with cesophageal varicosities and vari- 
cosities in the stomach, or with diffuse hamorrhage 
from the stomach. In the hemorrhage of purpura 
hemorrhagica, transfusion followed later by splen- 
ectomy will give the best results. 

except in the case of the bladder, which may be 
ruptured in fractures of the pelvis, rupture of a 
hollow viscus is uncommon. Rupture of a solid 
viscus, such as the liver or spleen, is relatively un- 
common. In injuries of this type, pain is not a 
prominent manifestation. There is no evidence of 
shock until haemorrhage has been severe. There are 
two definite indications in these cases: immediate 
operation and transfusion. 

One of the most interesting of all surgical emer- 
gencies is that which occurs in the course of an opera- 
tion for an apparently simple indirect inguinal hernia 
when, instead of a sac, extensive adhesions are found. 
Moschowitz suggested that in such cases another 
incision might be made along the outer border of the 
rectus muscle as for an appendectomy and a pair of 
sponge forceps introduced from above to bring the 
abdominal viscera back into the cavity. 

Hemorrhage during the course of a laparotomy 
may render the operation very difficult. A good ex- 
posure is necessary to discover the bleeding points. 
The abdomen should not be closed until all bleeding 
has been controlled. 

Postoperative emergencies may be divided into 
three groups: (1) those that develop immediately 
after an operation, such as shock and hemorrhage; 
(2) those that develop after from twenty-four to 
forty-eight hours, such as acute toxemia following 
cholecystectomy; and (3) those that develop still 
later, such as alkalosis, ileus, fecal fistula, and even- 
tration. Morris H. Kaun, M.D. 


LeWald, L. T.: The Roentgenological Diagnosis of 
Diaphragmatic Hernia. Am. J. Roentgenol., 
1928, Xx, 423. 

The author discusses not only the relatively infre- 
quent acquired traumatic hernia of the diaphragm 
but also congenital malformations which in some 
respects simulate diaphragmatic hernia. The dif- 


ferentiation between these conditions may be of 
medicolegal as well as surgical importance. 


The 
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lesions are classified as: (1) absence of the left half 
of the diaphragm, (2) the thoracic stomach, (3) 
eventration of the diaphragm, (4) congenital hernia, 
and (5) acquired hernia. 

Absence of the left half of the diaphragm has been 
recognized at autopsy, in surgical operations, and 
roentgenographically. Its recognition is of particular 
importance if surgical intervention is contemplated 
as it is inoperable. Care must be taken not to 
ascribe too much importance to trauma in making a 
diagnosis of diaphragmatic hernia since in cases of 
congenital lesions there is often a history of trauma 
without any etiological relationship to the condi- 
tion. When absence of the left half of the diaphragm 
has been determined roentgenographically it is 
desirable to ascertain the contents of the left half 
of the chest in the same manner, as this knowledge 
may be of value if lesions develop in those organs. 

In cases of thoracic stomach, of which two have 
been diagnosed by the author, the diaphragm is of 
normal form and intact on both sides, but the stom- 
ach is entirely within the chest cavity. The oceso- 
phagus is very short and the duodenum, or in some 
cases the pyloric end of the stomach, passes through 
the opening in the diaphragm which would ordinarily 
accommodate the oesophagus. Surgical interven- 
tion is not necessary or advisable in the treatment 
of these cases unless a complication develops. 

Eventration of the diaphragm usually occurs on 
the left side, but at times may be found on the right 


side and occasionally on both sides. The diaphragm 
may be as high as the second costal cartilage, but on 
careful roentgen examination, especially on lateral 
exposures, its complete outline can be made out. 
Eventration is usually due to defective musculature. 

In cases of congenital hernia, a defect in the 
diaphragm present at birth allows the abdominal 
contents to pass into the chest cavity with or with- 
out the presence of a sac. Such defects in the 
diaphragm usually occur on the left side, but may be 
present on the right side, in which case the liver may 
block the opening sufficiently to prevent the con- 
tents of the abdomen from passing into the chest 
cavity. Repeated examinations may reveal parts of 
the stomach or colon sometimes above the dia- 
phragm and sometimes below it, thus serving to 
differentiate the condition from absence of the left 
half of the diaphragm. 

Acquired hernia may occur through the cesopha- 
geal orifice as the result of gradual relaxation of this 
opening. The condition may be diagnosed by careful 
roentgenoscopic and roentgenographic examination, 
particularly with the patient in the horizontal or 
slightly inverted position. The cardiac end of the 
stomach or rarely the splenic flexure of the colon 
may be observed in the chest cavity alongside the 
cesophagus. ‘Trauma may also be a cause of ac- 
quired hernia and can be diagnosed roentgenograph- 
ically by observing abdominal organs above the 
diaphragm. Apoteu Hartrunc, M.D. 
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UTERUS 


Hinselmann, H.: The Diagnostic Value of Colpos- 
copy (Die Leistungsfachigkeit der Kolposcopie). 
Klin. Wehuschr., 1928, vii, 1188. 

The colposcope devised by Hinselmann may be 
used for: 

1. The early clinical diagnosis of carcinoma of the 
portio. In more than forty cases, Hinselmann ob- 
served white areas of mucous membrane on the 
portio, in which microscopic examination showed a 
typical epithelium with not rarely an infiltrating 
growth that was not connected with the glands. 
Where such an infiltrating growth with otherwise 
atypical epithelium was not demonstrable in these 
cases, a carcinoma in a still earlier stage was present. 
The colposcope permits recognition of such very 
minute (fractional part of a millimeter) carcinomata 
at the beginning of their invasion. It reveals also 
atypical and essentially changed areas of epithelium 
in which as yet no cancerous invasion is demon- 
strable. It aids in the discovery-of abundant material 
for histological examination in the early stages of 
cancer. 

2. Examination of the vaginal mucous mem- 
brane in cases of leucorrhaea. Colpitic changes are 
frequently to be found when nothing abnormal is 
visible to the naked eye. 

3. Observation of contractions of the uterus, es- 
pecially under the influence of drugs. 

4. The study of the formation and expulsion of 
secretions of individual cervical glands. 

5. Examination of cervical, vaginal, and vestib- 
ular mucous membrane in local diseases. 

Hinselmann has tried out colposcopy for three 
years and has found it of great value especially in 
the early diagnosis of carcinoma of the portio. 

Kapotu (G). 


Masson, J. C., and Simon, H. E.: Fistula of the 
Uterus. Am. J. Obst. & Gynec., 1928, xvi, 682. 

Fistula of the uterus is relatively infrequent as a 
postoperative complication. The diagnosis can be 
made almost entirely from the existence of a post- 
operative abdominal fistula which periodically dis- 
charges blood-tinged fluid coincident with menstrua- 
tion. The outstanding causes of the formation of 
fistula of the uterus are operations performed in the 
presence of acute pelvic inflammation, abscess, or 
tuberculosis, especially those involving incomplete 
removal of the inflammatory tissue and the use of 
non-absorbable suture material. Radical surgical 
removal of the fistulous tract, inflammatory tissue, 
and any foreign bodies is usually indicated. This 
procedure is attended by a low mortality rate and 
good results. 





Criscitiello, M., Jr.: Hyperplasia of the Endo- 
metrium, with a Report of Cases. New England 
J. M., 1928, cxcix, 1034. 

Hyperplasia of the endometrium is described and 
nine cases are reported. 

The author states that hyperplasia does not 
represent endometrial changes in normal menstrua- 
tion and has nothing to do with so-called hyper- 
plastic, hypertrophic, or polypoid endometritis. It 
is due to an ovarian disturbance rather than to 
infection, and hence is not an inflammatory reaction. 
The treatment must be selected with this fact in 
mind. The importance of conservation in the treat- 
ment of this condition and of more coéperation 
between the surgeon and pathologist is emphasized. 

Rovanp S. Cron, M.D. 


Gelpi, M. J.: A Review of Various Methods of 
Treatment of Carcinoma of the Cervix: At- 
tendant Primary Mortality and Five-Year 
Cures. Radiology, 1928, xi, 403. 


The author states that radium irradiation is 
especially suitable for the treatment of carcinoma of 
the cervix and that surgery should be limited to the 
early stages of the condition. A cure is obtained by 
radium irradiation in 43 per cent of the cases and by 
radical operation in 39.5 per cent, but there is great 
difference in the primary mortality of the two 
procedures. 

In discussing the prevention of carcinoma of the 
cervix, Gelpi emphasizes the importance of cor- 
recting lacerations, endocervicitis, metaplasia, and 
erosions. Ro anp S. Cron, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Orth, O.: Intra-Abdominal Bilateral Ovarian 
Hemorrhages_ (Intra-abdominelle _ beiderseitige 
Ovarialblutungen). Zentralbl. f. Chir., 1928, lv, 
1012. 

To the small number of cases of ovarian hamor- 
rhage following appendectomy that have been 
reported in the literature, Orth adds a case of his 
own. ‘The patient was a woman twenty-five years 
of age with an empyema of the appendix which, at 
the time of operation, was just about to rupture. 
During the night of the fourth day after the opera- 
tion there occurred a uterine haemorrhage which 
was believed to be menstruation. On the following 
day, however, there was a striking and rapidly 
increasing anemia. At a second laparotomy, 1.5 
liters of blood were found in the peritoneal cavity 
The source of the bleeding was a ruptured follicle 
of the right ‘ovary. 

After the second laparotomy the patient’s condi- 
tion improved, but twenty-four hours later another 
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hemorrhage occurred. A third laparotomy revealed 
the source of the bleeding to be a ruptured follicle of 
the left ovary. The adnexa were removed but the 
patient died from exhaustion. 

Histological examination of the ovaries showed a 
tissue rich in cells with numerous corpora fibrosa 
and isolated small cysts, a corpus luteum hemor- 
rhagica in the right ovary, and a corpus luteum in 
the left ovary. Neither the tubes nor the uterine 
mucosa showed any changes of pregnancy. 

The author concludes that in every case of appen- 
dicitis attention should be paid to the uterine adnexa 
and the incision so made that, if necessary, an opera- 
tion on the adnexa may be performed after the 
operation on the appendix. MAnpeEt (Z). 


EXTERNAL GENITALIA 


Norris, C. C., and Kimbrough, R. A., Jr.: Relaxa- 
tion of the Anterior Vaginal Wall. Am. J. Obst. 
& Gynec., 1928, xvi, 675. 

Relaxation of the anterior vaginal wall is of fre- 
quent occurrence. Cystocele is much more common 
in stout than in thin women, and the intra-abdomi- 
nal pressure is probably much greater in the former 
than in the latter. 

One of the most frequent and annoying symptoms 
of relaxation of the anterior vaginal wall is partial 
incontinence, especially upon straining or coughing. 
Incontinence is rarely, if ever, present unless the 
sphincter is injured. Incontinence may be marked 
when the vesical lesion is relatively insignificant. 
The reverse also may be true. 

Not infrequently the vaginal mucosa covering 
the posterior portion of the urethra becomes hyper- 
trophied. The hypertrophy may occur alone but is a 
common accompaniment of cystocele. It bears no 
relationship to the integrity of the sphincter. Flu- 
oroscopic examination and roentgenograms taken 
with the bladder filled to capacity with an opaque 
liquid are direct aids in the demonstration of the 
lesions. The X-ray may reveal relaxation of the 
sphincter which cannot be detected by the ordinary 
clinical methods. 

To cure incontinence due to relaxation of the 
sphincter, the relaxation must be recognized and the 
anterior colporrhaphy modified accordingly. Post- 
operative X-ray examinations are of great practical 
value in revealing the degree of restoration obtained. 

No one type of operation is applicable to all cases. 
Care in the selection and the performance of the 
operation is of the utmost importance. Absolute 
hemostasis is essential. A small haematocele, insig- 
nificant in itself, may result in failure to secure a 
symptomatic cure, as may also carelessness in the 
placing of one or two of the important sutures. 

RusHMORE, in discussing this report, stated that 
one way of dealing with relaxation of the sphincter 
is to take up the slack by reefing, sometimes with a 
Pezzar catheter in the urethra. 

Rawls stated that a cystocele cannot cause an 
injury to the vesical sphincter by dragging or pulling 
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as the sphincter is anterior to the ureteral ridge and 
the trigone, the most fixed points of the bladder. The 
vesical injury and the injury resulting in urethrocele 
occur at the same time as the injury causing the 
cystocele. Incontinence of urine cannot be due to 
urethrocele with a minor injury to the vesical 
sphincter. A funnel-shaped urethra in a cystogram 
does not always indicate a urethrocele or that an 
operative procedure other than a cystocele operation 
is indicated. KE. L. Cornett, M.D. 


MISCELLANEOUS 


Zondek, B., and Aschheim, S.: The Hormone of 
the Anterior Lobe of the Pituitary Gland. Its 
Preparation, Chemical Properties, and Bio- 
logical Effects (Das Hormon des Hypophysenvor- 
derlappens, Darstellung, chemische Eigenschaften, 
biologische Wirkungen). Klin. Wchnschr., 1928, 
vii, 831. 

The authors give a detailed report of their results 
with the hormone of the anterior lobe of the pitui- 
tary prepared by themselves. These supplement the 
facts established in their earlier implantation ex- 
periments which have been confirmed by other 
investigators. 

The inhibitory effect upon ovulation resulting 
from the continued injection of the expressed juice 
of the pituitary, which was reported by Long and 
Evans, is ascribed by the authors to overdosage. 
With regard to the luteinization and the formation 
of atretic follicles, the findings of Long and Evans 
are in agreement with those made by the authors. 
The test object used by Zondek and Aschheim for 
the hormone of the anterior lobe of the pituitary 
gland is the ovary and ‘‘secondarily’’ the vagina of 
the infantile mouse. 

The signs of cestrus in the infantile vagina fre- 
quently run such a rapid course that they may be 
overlooked if smears are not taken very frequently. 
The effects must begin one hundred hours after the 
beginning of the injections. Macroscopically, the 
appearance of bleeding points in the follicles, and 
microscopically, the finding of atretic follicles be- 
sides ripening of the follicles will be characteristic. 

The hormone of the anterior lobe of the pituitary 
can be derived from the urine of pregnant women, 
from which it is obtained with the ovarian hormone. 
In the first two months of pregnancy the urine con- 
tains from 3,000 to 5,000 units of the pituitary to- 
gether with 300 to 600 units of the ovarian hormone 
(1 unit of the hormone of the anterior pituitary lobe 
being the amount which has the power, when divided 
into six portions, to produce the characteristic re- 
action in an infantile white mouse weighing from 6 
to 8 gm. after one hundred hours). In the third to 
seventh months of pregnancy from 3,000 to 6,000 
units of the anterior pituitary hormone) in addition 
to from 5,000 to 7,000 units of ovarian hormone are 
excreted, and in the seventh to tenth months from 
2,000 to 3,000 units of pituitary hormone and from 
6,000 to 10,000 units of ovarian hormone are ex- 
creted. Hence the most favorable time to obtain 
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the hormone from the urine is during the first eight 
weeks of pregnancy, but at any time it is easier to 
isolate the hormone from the urine than from the 
pituitary itself or from the placenta. 

The urine, acidified slightly with acetic acid, is 
concentrated to about half its volume im vacuo at a 
temperature of 40 degrees C. and then filtered with 
ether for the removal of the ovarian hormone which 
is more soluble in ether than the pituitary hormone. 
The portion of the material which is not dissolved 
in ether is then subjected to dialysis as the hormone 
dialyzes more rapidly than the other urinary con- 
stituents. As soon as the urinary pigment no longer 
dialyzes, the dialysis is stopped, the dialyzed fluid 
is again evaporated to dryness in vacuo at a low tem- 
perature, the residue is further cleansed by re- 
peated shaking out with ether, and the remaining 
yellowish-white powder is used in solution. 

In contrast to the ovarian hormone, the hormone 
of the anterior lobe of the pituitary gland is not 
thermostable, being injured even by a temperature 
of 60 degrees. It is markedly sensitive to strong 
acids and alkalies, and is insoluble in lipoid-soluble 
media. For the purpose of standardization, it is 
well always to use from six to eight animals at the 
same time. If the effectiveness of the pituitary 
hormone is not evidenced macroscopically by bleed- 
ing points and corpora lutea, the ovaries must be sub- 
jected to serial section for possible evidence of at- 
retic follicles, etc. 

Up to the present time the authors have been 
unable, by injection of the hormone, to achieve 
rupture of the ripened follicles such as occurs after 
the implantation of fresh pituitary glands. Other- 
wise their findings in juvenile normal animals after 
the injection of 1 unit were the same as after im- 
plantation, while in ovarectomized juvenile animals 
there was no effect. After continued injection into 
intact juvenile animals, oestrus and growth of the 
uterus resulted, but not a permanent cestrus such as 
follows the continued injection of folliculin. After 
copulation, the appearance of the mucous mem- 
branes was similar to that of pregnancy with poly- 
poid growth, oedema, and abundant formation of 
mitoses in the epithelia. The simultaneous injection 
of folliculin led to permanent cestrus. In adult mice, 
continued injection caused an almost monstrous en- 
largement of the ovaries, permanent oestrus, and 
marked fat formation in the luteinized ovarian 
tissue. In sexually matured animals no longer 
showing oestrus, oestrus could be induced again with 
the sex hormone as in the Steinach experiments— 
the animals could be ‘‘rejuvenated.” In future 
experiments attempts will be made to determine 
whether maturation of the follicles can be produced 
in the pregnant animal by injection of pituitary 
hormones as by the implantation of fresh anterior 
pituitary lobe. 

In male animals, but only after the injection of 3 
or 4 units for several days, marked enlargement of 
the epididymis, slight enlargement of the testis, and 
cock’s-comb-like distention of the seminal vesicles 


resulted. In castrated males no such effect was seen. 

In these experiments also anterior pituitary hor- 

mone proved to be the more important factor. 
Fiescu (G). 


Drips, D. G., and Ford, F. A.: Irradiation of the 
Ovaries and Hypophysis in Disturbances of 
Menstruation. J. Am. M. Ass., 1928, xci, 1358. 


The continued study of a group of cases of primary 
oligomenorrhoea and amenorrhoea and of menor- 
rhagia and metrorrhagia has confirmed the impres- 
sion that in both conditions there is an essential 
ovarian hypo-activity. 

The occurrence of spontaneous remissions and 
the variable results of all forms of treatment add 
difficulty to the evaluation of a new method. 

Low-dosage irradiation of the ovaries or hypo- 
physis offers an additional therapeutic measure in 
intractable cases. In those in which it has been 
used it has given a comparatively high percentage 
of favorable results in view of the severity of symp- 
toms, and regulation, when attained, has continued 
over a relatively long period. 

In experimental studies which are still incomplete 
an attempt was made to gauge amounts of roentgen 
rays for application to the ovaries of white rats 
which might be comparable to low-dosage irradiation 
in the human being. Certain immediate variations 
in the cestrual cycle without disturbance of late 
regularity were obtained. In most instances fer- 
tility was not affected. The second and third genera- 
tions of the irradiated rats were normal. It was not 
possible to demonstrate precocious sexual develop- 
ment of immature rats by irradiation of the hypo- 
physis with varying amounts of roentgen rays. 


Miller, C. J.: A Comparative Study of Certain 
Gynecological and Obstetrical Conditions as 
Exhibited in the Colored and White Races. 
Am. J. Obst. & Gynec., 1928, xvi, 662. 


The negro race does not adapt itself well to the 
strain of city life. Under urban conditions, its 
natural fecundity is slowly decreasing, and in the 
last quarter of a century its birth rate, which was 
formerly far in advance of the white birth rate, 
was about 40 per 1,000 less than that of the whites. 

According to the statistics of the Charity Hospital 
of Louisiana, pelvic disease is about twice as fre- 
quent in colored women as in white women, and in 
probably go per cent of the cases in colored women 
the disease is of specific origin, largely because of 
the high incidence of gonorrhoea in colored males 
and the frequency of promiscuous sex relations in 
the colored race. In colored women, infections of the 
lower genital tract seldom remain local and tend to 
be more severe than in white women because 
colored women do not seek relief until they are 
forced into the hospital by pain and incapacity. 
Obviously operation must be done in the great 
majority of cases, probably 90 per cent. The fact 
that the colored mortality rate is only 0.9 per cent 
higher than the white mortality rate is rather re- 
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markable, in view of the extensive pathological 
changes and the consequent radical surgery that is 
necessary in the cases of colored women. It indicates 
quite conclusively that the colored woman has a 
greater resistance to trauma and infection than the 
white woman. 

A greater frequency of chancroid and condyloma 
is to be expected among colored women. Vaginitis, 
on the other hand, is decidedly less frequent than 
among the whites. 

From a third to a half of all colored women over 
fifty years of age have fibroids. Submucous fibroids, 
adenomyomata and endometriomata are less fre- 
quent than the other varieties. In from 80 to go per 
cent of the cases the tumor can be palpated abdomi- 
nally without difficulty. More striking than the size 
and multiplicity of the growths, however, is the 
uniformity with which colored women seem to 
ignore the existence of the tumors. The enormous 
tumors sometimes have veins as large as snakes 
coursing over their surface. Rupture of such veins 
is a rare complication, but the author has seen two 
cases in which it occurred. Total hysterectomy is 
not an infrequent operation because infection of 
the cervix is common. 

Carcinoma of the uterus is rather more frequent 
in colored women than in white women. Operation 
is performed in certainly not more than 1 per cent, 
and in an appalling number of cases only palliative 
treatment is possible. The colored patients exhibit 
an unusually high incidence of ugly complications, 
especially fistula. 

Carcinoma of the breast is likewise more frequent 
among colored women, though the mortality, which 
the author believes is mainly surgical, is consider- 
ably less. 

Obstetrical injuries, with the single exception of 
fistula, are decidedly less frequent in colored women 
than in white women, as would be expected in a race 
which bears its children largely without mechanical 
aid. Since salpingitis is an accepted cause of ectopic 
pregnancy, one would expect the latter condition to 
be considerably more frequent in colored women, 
whereas it is slightly less frequent. 

The incidence of abortion and premature labor in 
colored women is considerably higher than the 
hospital records indicate. The incidence of stillbirth 
is 3 per cent higher than among white women, 
this fact being due to syphilis. The mortality among 
premature babies is also higher among negroes. 

Eclampsia is 15 per cent more frequent in colored 
women and its mortality rate is 11 per cent higher 
than in white women. Hyperemesis is less frequent, 
but the mortality rate is only 2.5 per cent less than 
among white women. 

Why placenta previa should be more frequent 
among white women than among colored women it 
is impossible to say, though the markedly higher 
mortality in colored women—the difference is 22.2 
per cent—is easily explained by the fact that the 
negro is more likely to ignore the initial hemorrhage, 
particularly if it is not severe, and therefore is more 


likely to be infected prior to admission to the 
hospital. 

Chronic and acute appendicitis are both several 
times more frequent in the white race, but their 
mortality in the colored race is considerably higher. 
In the colored race, gall-bladder disease is less fre- 
quent and gall stones are decidedly rare. Nephro- 
lithiasis is also infrequent among negroes. 

KE. L. Cornett, M.D. 


Ward, G. G.: The Treatment of Pelvic Infections. 
Pennsylvania M. J., 1928, xxxii, 63. 

Ward states that in 15 per cent of cases of acute 
infection of the pelvic organs due to gonorrhoea or 
following labor or abortion, recovery will result with- 
out treatment. The gonococcus is responsible for 
about 75 per cent of pelvic infections, and in 70 per 
cent of such cases the infection in the tubes will 
ultimately become sterile. The operative mortality 
is much higher in cases in which operation is per- 
formed while the tubal infection is still active than 
in those in which it is performed after the infection 
has subsided. The greater the length of time devoted 
to pre-operative convalescence, the greater the 
chance of performing a conservative and recon- 
structive operation rather than a radical and 
destructive operation. 

Parametritic exudate following labor or abortion 
and perimetritis will often resolve without abscess 
formation if let alone. If pus forms, it may be 
absorbed—frequently with preservation of function 
of the pelvic organs—if the quantity is small. The 
formation of exudates is often due to too ready 
resort to curettage or other intra-uterine manipula- 
tions at the onset of a uterine infection. Many cases 
of pelvic infection are operated upon unnecessarily 
or too early, the result being that the infection is 
increased or disseminated. Rotanp S. Cron, M.D. 


Clute, H. M.: Cystocele at Middle Age Treated by 
the Interposition Operation. New England J. 
Med., 1928, cxcix, 994. 

The author reports sixty-three cases of cystocele 
and uterine prolapse treated by the Watkins inter- 
position operation with satisfactory results in 90.56 
per cent of the patients traced. In two cases the 
results were unsatisfactory. In another instance the 
pathological report on the uterine scrapings five 
days after the operation revealed carcinoma of the 
fundus and a complete abdominal hysterectomy 
was performed after vaginal freeing of the uterus. 
There were two deaths, a mortality of 3.17 per cent. 
One death was due to pulmonary embolism which 
developed on the fifteenth day after the operation 
while the patient was on her way home from the 
hospital. The other occurred on the sixth day after 
the operation from peritonitis probably originating 
in the endometrium which was exposed by partial 
hysterectomy preceding the interposition operation. 

The chief complaint in the two cases of unsatis- 
factory results and in the eighteen cases with satis 
factory but imperfect results was persistence of the 
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bladder symptoms. From these and similar cases 
reported by others, the author concludes that all 
women with marked prolapse should be subjected 
to a urological examination and if infection is found 
should be treated for that condition before and after 
the operation. 

In Clute’s opinion, the Watkins interposition 
operation is the safest and best procedure for uterine 
prolapse and cystocele. It is of value particularly 
in the cases of obese women and, as it can be per- 
formed under spinal analgesia, in those of women 
suffering from asthma or bronchitis. When the 
patient has not reached the menopause, she should 
be sterilized. Partial amputation of the uterus with 
interposition of the remaining portion is dangerous 
on account of the possibility of infection. If the 
cervix is hypertrophied and elongated, it should be 
amputated before the interposition. In all cases, 
a perineorrhaphy should be done to provide adequate 
perineal support. E. L. Kine, M.D. 


Fruhinsholz, A.: The Indications for Operation in 
Cases of Lutein Cysts Associated with Hydati- 
form Mole (A propos des indications opératoires 
liées a l’existence des kystes lutéiniques coincidant 
avec une mole hydatiforme). Gynéc. et obst., 1928, 
XVlii, 193. 

There is a difference of opinion as to the signifi- 
cance of lutein cysts associated with hydatiform 
mole and their effect on the prognosis of the latter 
condition. The author reports two cases which bear 
upon these questions. 
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The first case was that of a woman twenty-four 
years of age who was under observation for a year 
and was subjected to repeated thorough examina- 
tions. The induction of abortion was necessitated 
by the hydatiferm mole. A large lutein cyst was 
found in each ovary. One cyst was the size of the 
head of a fetus. The cysts persisted in spite of sub- 
involution of the uterus, but retrogressed when 
complete involution followed exploratory curettage. 

The second case was that of a woman twenty-five 
years of age in whom lutein cysts of both ovaries 
developed without a macroscopic mole, evidently 
from a microscopic mole. Curettage was followed, 
as in the first case, by involution of the uterus and 
retrogression of the cysts. 

The author concludes that it is not necessary to 
operate in every case of mole associated with large 
cysts, even when the cysts persist two and a half 
months after expulsion of the mole or even when 
there is a suspicious uterine discharge. The dis. 
charge may be caused by subinvolution or an or- 
dinary infection, and uterine involution with retro- 
gression of the cysts may be brought about by late 
curettage. When bilateral ovarian cysts are asso- 
ciated with enlargement of the uterus and menstrual 
disturbances in the absence of a demonstrable mole, 
a microscopic mole may be present. In such cases 
operation should not be performed, except as an 
emergency measure, until it has been determined 
whether an exploratory curettage will bring about 
involution of the uterus and retrogression of the 
cysts. Aubrey G. Morcan, M.D, 
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PREGNANCY AND ITS COMPLICATIONS 


Lundwall, K.: The Reaction of the Body in Preg- 
nancy (Ueber die Reaktionslage des Koerpers in der 
Schwangerschaft). Arch. f. Gynack., 1928, cxxxiv, 
158. 

This article begins with a general consideration 
of the development of the concept of disease from 
the theory of an anatomicohistological individual 
predisposition to recognition of the functional reac- 
tion capacity of the organism. The synthesis of this 
development represents the normal as well as the 
diseased organism as a morphologicofunctional unit. 
This conception is applicable also to obstetrics and 
gynecology, especially to the changes which are 
brought about in the body during pregnancy. The 
previously accepted theory of the action of a toxin 
in the pregnant organism is no longer tenable since 
we have learned how the organism reacts during 
pregnancy. ‘The difference in the reaction is the 
expression of a difference in sensitivity and func- 
tional response of the cellular apparatus to toxic 
substances, this constituting the reaction capacity 
of the body in relation to function and demand. 

The resistance of the organism is dependent upon 
the condition of the mesenchyme, the so-called 
reticulo-endothelial metabolic system. -Upon the 
latter depends the general bodily reaction capacity, 
i.e., the constitutionally caused and conditionally 
modifiable type, degree, and rapidity of reaction. 
This system is not a rigid anatomical structure, but 
essentially a functional structure with great adapt- 
ability and power to change, a fact which explains 
the extreme importance of the mesenchymal cells 
in all defensive and adaptive processes. The im- 
portance of these cells is manifested experimentally 
in the nature of the storage processes and the degree 
and rapidity of the effects of storage, i.e., the in- 
tensity of the cellular reaction to stimulation. An 
insight into the reaction capacity of the pregnant 
organism can therefore be obtained by determining 
how the reticulo-endothelial system reacts to similar 
stimuli. Previous investigations along this line 
were carried out chiefly from the morphological 
viewpoint. In this article the author reports studies 
of the capacity of pregnant and non-pregnant women 
to store ferri oxidatum saccharatum. 

Numerous experiments regarding tissue storage 
which were carried out by Pfeiffer with saccharated 
iron on animals showed great differences in the 
tissue storage depending upon the manner in which 
the solution was prepared and the manner in which it 
was introduced. It is necessary, however, to use 
a method which is independent of the products of 
metabolism and of the blood katabolites since in- 
creased metabolism requires a different evaluation 


The investigations show a distinct difference in 
the storage capacity of pregnant and non-pregnant 
organisms as well as a marked increase in the reac- 
tion capacity during pregnancy. 

In the author’s experiments, which were carried 
out on fasting women, 10 c. cm. of blood were re- 
moved and then, with the needle still in place, 50 
c. cm. of a 4 per cent solution of ferri oxidatum 
saccharatum were injected. Four minutes and sixty 
minutes after the injection, blood was withdrawn 
from the arm and centrifugalized in paraffined 
tubes. The hamoglobin-free serum thus obtained 
was then tested for iron. The iron content was 
determined by a microchemical method developed 
by the author in collaboration with Zechner. 

Twenty women were used for the experiments 
seven non-pregnant women in the intermenstrual 
period, eleven normal pregnant women in the ninth 
or tenth month of pregnancy, one normal woman in 
the second month of pregnancy, and one woman 
suffering from hyperemesis in the fifth month. 

After the injection the non-pregnant women 
showed a more marked increase in the quantity of 
iron than the women in advanced pregnancy. On 
the other hand, the woman in the second month of 
pregnancy showed a value between that of the 
women in advanced pregnancy and that of the non- 
pregnant women. Likewise the woman with hyper- 
emesis in the fifth month of pregnancy had a higher 
value than the non-pregnant women. Even when 
an increase of about 25. per cent in the blood volume 
during pregnancy is taken into account, the iron 
values of the non-pregnant women were about 12.1 
per cent higher than those of the pregnant women. 
Accordingly, the storage capacity of the pregnant 
organism for electronegative colloids is consider- 
ably increased. 

While the storage test alone is of importance it 
demonstrates only partial function of the reticulo- 
endothelial apparatus—for example, the storage 
capacity may be normal but the other cell function 
may be reduced (Schuettenhelm, Aschoff). The 
Kaufmann test of the local reaction capacity of the 
cells of the blood-vessel walls and the subcutaneous 
connective tissue is necessary for conclusions regard- 
ing the condition of the organism as a whole. This 
test depends upon a qualitative study of an exudate 
of the skin brought about by the use of a cantharides 
plaster. From the percentage composition of the 
cell picture conclusions may be drawn regarding the 
finer reactive processes in the tissues. The character 
of the exudate cells is indicative, not of the type of 
the disease, but of the immunobiological strength of 
the organism and therefore of its reaction capacity. 

The author’s investigations with this test made 
on eighty-five women yielded the following results: 
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In the cases of non-pregnant women the average 
number of monocytes constituted 3.8 per cent of 
all cell forms found, whereas in normal pregnant 
women the percentage varied from 7.5 to 18. Dur- 
ing labor it sank to 4.3, and in the third week of the 
puerperium reached the normal value of 3.1. While 
more or less marked variations were noted in the 
individual curves in these cases, in the cases of 
hyperemesis an elastic rebound of the monocyte 
curve after a sudden rise —for example, from 17 to 
12 per cent--was noted more frequently. In two 
cases of eclampsia and one severe case of hyper- 
emesis there was no skin reaction or vesicle forma- 
tion. From these observations the conclusion may 
be drawn that, on the one hand, there is a marked 
elasticity in the reaction adaptability of the organism 
and, on the other hand, the reaction capacity of the 
organism is better the stronger the reaction of the 
reticulo-endothelial system. 

The increase of function in pregnancy consists 
not only in an increase in the absorption capacity of 
the individual cells, but also in an active new forma- 
tion of cells whereby otherwise quiescent storage 
areas become activated. ‘The increased reactivity 
and permanent hypertrophy particularly of the 
parenchymatous organs during pregnancy can be 
explained only by the adaptation and new formation 
of cells. As long as the organism is unable to provide 
cells which are adapted to specific function, its 
metabolic and defensive powers will be weak. This 
explains why primigravide, espécially in the early 
stages of pregnancy, frequently suffer severe dis- 
turbances and toxicoses while multigravide have a 
sort of immunity derived from previous pregnancies. 
This was evident from Benda’s tests of the reaction 
capacity of primigravide. The greater incidence of 
pathological conditions in primigravide is due, not 
to their youth, but to the fact that it is their first 
pregnancy. 

The theory of insufficiency of the metabolic and 
excretory organs in normal pregnant women is 
based upon faulty conclusions from incorrectly 
studied material. In a similar manner it may be 
explained why interruption of pregnancy during the 
course of an infection is seldom beneficial and fre- 
quently harmful since, by the infection there is 
brought about a sort of blocking of the temporary 
functional reserve power. 

The development of eclampsia and all other toxi- 
coses of pregnancy must be considered from the 
same point of view. The theory of a single cause for 
eclampsia is based on the fact that organs that are 
impaired (for example, the kidneys and the liver) 
always show signs of insufficiency under demands 
made upon them by the fetus although the beginning 
of the eclampsia is not to be found in these im- 
paired organs. There is no organ that is constantly 
affected in the same way by eclampsia, i. e., that 
shows changes characteristic of eclampsia. Accord- 
ingly, eclampsia is the manifestation of a relative 
overtaxation of the metabolic and circulatory or- 
gans and not of the formation of a toxin by the fetus. 


The fact that it is not the fetus but the reaction 
capacity of the pregnant woman that is responsible 
for the development of toxicoses is proved by the 
occurrence of eclampsia during the puerperium. 
Therefore the treatment should not be the removal 
of the fetus and placenta, but prophylactic dietary 
measures or, when the eclampsia has already 
developed, measures to relieve the overburdened 
organism (removal of blood laden with metabolites) 
and measures for immunization (the administra- 
tion of serum from cured eclamptics), etc. In this 
manner are best met the requirements for stimula- 
tion and strengthening of the reticulo-endothelial 
function. Siecert (G). 


Eufinger, H., and Bader, C. W.: The Function of 
the Liver in Pregnancy. I. Storage of Dye- 
stuffs in Pregnancy (Die Leberfunktion in der 
Schwangerschaft. I. Die Farbstoffspeicherung in 
der Schwangerschaft). Arch. f. Gynack., 1928, 
CXXxlll, 720. 

All methods of studying the reticulo-endothelial 
system confirm Ribbert’s demonstration of a specific 
capacity of certain mesenchymal cells to store dyes. 
The first to undertake a large series of experiments 
with regard to the reticulo-endothelial system in 
human pregnancy was Benda. With the Congo-red 
method, Lundvall obtained results diametrically 
opposed to those of Benda. Naujoks found in the 
toxicoses of pregnancy a distinct retardation of the 
storage of dyes. 

The lack of agreement in the results obtained by 
these investigators led the authors to undertake re- 
searches of their own, in which they followed care- 
fully the method of Reimann and Adler, injecting 
from 12 to 14 c. cm. of a 1 per cent solution of Congo 
red intravenously. In each case they estimated 
simultaneously the bilirubin content of the blood by 
the van den Bergh method, carried out Ehrlich’s alde- 
hyde test in the serum and urine, and determined 
the urobilin in the serum and urine by the fluores- 
cence test with Schlesinger’s reagent. A total of 100 
healthy pregnant women were examined and, in 
addition, a large number of women with toxicosis. 
The findings show that in the early stage of preg- 
nancy the speed of elimination is approximately 
normal. Beginning with the sixth month, there is a 
distinct, progressively increasing retardation, relative 
as well as absolute, in the storage process which 
reaches its maximum in the last month of pregnancy 
and during parturition. In the first days of the 
puerperium the storage speed returns to its original 
rate. 

Of the cases of toxicosis of pregnancy, those of 
hyperemesis and icterus of pregnancy were dis- 
tinguished by an especially marked delay in elim- 
ination. In nephropathy and eclampsia, the results 
were inconstant. 

The process of elimination of dyes is not depend- 
ent solely on the state of the reticulo-endothelial 
system, but is influenced to a large degree by the 
physicochemical structure of the reaction milieu. 
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With a considerable increase of colloid lability there 
are usually found both a relatively low blood choles- 
terin value and a considerable delay in the elimina- 
tion of the dyes. Ehrlich’s aldehyde reaction in the 
serum is almost regularly positive in both normal and 
pathological pregnancy; it probably indicates only a 
colloidal transformation in the blood milieu in 
pregnancy, and does not justify the assumption 
that the positive reaction is specific for the presence 
of urobilinogen. 

The authors conclude that the almost regular 
demonstration of urobilin in the serum and urine 
during pregnancy, together with an increase in the 
bilirubin value and the frequent appearance of 
urobilinogen in the urine, is evidence that during 
pregnancy the function of the liver differs from the 
normal. Bock (Z). 


Schoenig, A.: Estimations of Calcium in the Blood 
Serum of Mother and Child (Kalkbestimmungen 
im Blutserum von Mutter und Kind). Monatsschr. 
Sf. Geburtsh. u. Gynaek., 1928, \xxviii, 32. 


The investigations reported in this article were 
carried out according to the technique of de Waard, 
with which the author found the calcium content of 
the blood serum of normal non-pregnant women to 
be from 10.5 to 11.5 mgm. per 100 c.cm. of blood 
serum. 

Sixty women were examined, most of whom were 
in the ninth or tenth month of pregnancy. ‘The 
values ranged from 7.10 to 11.15 mgm. and averaged 
9.25 mgm. per 100 c.cm. of blood serum. The same 
values were found in two women in the sixth and 
seventh months of pregnancy. 

The author rejects the theory that this lowering 
of the calcium content of the blood is due to a trans- 
ference of calcium to the fetus. In support of his 
opinion he cites the work of Wehefritz, Kehrer, and 
Schmitz. He believes it improbable that the daily 
slight loss of calcium by the mother to the fetus is not 
replaced by the calcium ingested with the food. 
Moreover, he calls attention to the fact that on the 
sixth and seventh days of the puerperium—at a 
time when calcium is lost as the result of lactation 
and drainage of the lochia—the blood-calcium 
values correspond with those of the non-pregnant 
state or are even higher. The cause of the diminution 
in the blood calcium ceases to be effective at the 
moment of delivery. Therefore, if the transference 
of calcium to the fetus is not the causative factor, 
the secondary changes in the maternal organism 
produced by the pregnancy must be reponsible. 
The cause may be in the calcium-excreting organs 
(intestines and kidneys) and the calcium-regulating 
organs (endocrine glands and vegetative system). 
The literature shows that it is not a loss of calcium 
that diminishes the calcium content of the blood, 
but displacement of the calcium due to the tissue and 
metabolic changes in the mother produced by the 
fetus. Attention is called to the decrease in the blood 
calcium in oedema due to cardiac insufficiency 
and after injections of adrenalin. 


According to the author’s theory of the regulation 
of calcium metabolism, the pituitary, which hyper- 
functionates during pregnancy, exerts through its 
pedicle a direct effect on the centers of the vegetative 
nervous system in the midbrain (Beidl, Mayer, 
Trendelenburg) in the sense of increased stimulation 
of the sympathetic nerve. The parathyroid glands 
are influenced by way of the nerves, and retention 
of calcium results. 

In simultaneous examinations of the maternal 
and infantile blood, the author found regularly 
higher blood-calcium values in the infant. In the 
infants the average value was 12.56 mgm. per 100 
c.cm. of blood, and the highest and the lowest 
values were 14.0 and 11.2 mgm. per too c.cm. ‘The 
maternal and infantile concentration of calcium 
showed no definite relationship to each other. 
Especially the placenta maintained the differences 
in the concentration. ‘Therefore the theory of a free 
exchange of the salts through the placenta according 
to the laws of osmosis must be rejected. In this 
connection, the investigations of von Oettingen are 
cited. 

The author was surprised to find that the blood of 
the mothers of boys showed higher values of calcium 
than that of the mothers of girls (namely, 9.42 mgm. 
as against 9.07 mgm. per 100 c.cm.). Primipare 
and multipare also showed a difference, the value 
in the former being 9.25 mgm. and the value in the 
latter, 9.71 mgm. per 100 c.cm. According to the 
author, this indicates an adaptation in multipare 
to the repeated demands of pregnancy. Bock (G). 


Sserdjukoff, M., and Morosova, A.: The Calcium 
Content of the Blood at Different Stages of 
Pregnancy and in Toxicoses and Puerperal 
Diseases (Der Calciumgehalt des Blutes bei 
verschiedenen Perioden der Schwangerschaft, Toxi- 
kosen und Nachgeburtserkrankungen). Monatsschr. 
f. Geburtsh. u. Gynack., 1928, |xxviii, 237. 

This article begins with a historical revie’ of the 
literature on investigations of the calcium content 
of the blood of pregnant women and the réle to be 
ascribed to the calcium in the organism as regards 
the nerve-muscle system. The calcium regulates the 
alkali-acid balance in the body and also the colloidal 
balance of the body albumin ‘which influences the 
stability, tumescence, and dispersion of the proto- 
plasmic cells and thereby the vital functions of 
these cells.” 

The authors’ own investigations included 216 
cases, totaling 311 examinations with the micro- 
method of Pincussen, a modification of the Kramer- 
Tisdall method. The calcium values found, expressed 
in milligrams per 100 c.cm., were as follows: 


Lowest Highest 

value value Average 
Healthy non-pregnant females 9.00 3.7 11.25 
First half of pregnancy ..... 9.44 13.0 11.78 
Second half of pregnancy.... 9.24 13.5 11.46 
ee eer 9.96 .¢ £6.93 
PUCEPOMOAM 2.0 cas cease 9.50 12.5 11.02 
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During lactation there seemed to be a tendency 
toward a decrease in the values. 

Like all previous investigators, the authors found 
that the calcium content in the blood from the 
umbilical cord is greater than that in the maternal 
blood, ranging from 10.8 to 18 mgm. and averaging 
13.54 mgm. per 100 c.cm. In the amniotic fluid the 
values ranged from 5.56 to 9.44 mgm. and averaged 
7.37 mgm. per 100 c.cm. The values always re- 
mained the same in the same woman before and 
after labor and in the first half of the puerperal 
period. In contrast to practically all previous in- 
vestigators, the authors noted no decrease of the 
calcium in the blood in toxicoses of pregnancy 
(except in chorea in the second half of pregnancy, in 
which the value was 10.2 mgm. per 100 c.cm.). 
Even in eclampsia, they found uniform hypocal- 
cemia. Only in isolated cases did they see a re- 
duction in the calcium content, and this showed no 
relationship to the number of the attacks or the 
severity of the disease. Only in the nephropathy of 
pregnancy was there a regular diminution of the 
calcium from the normal, the average value being 
8.44 mgm. per 100 c.cm., and in these cases eclamp- 
sia did not develop. In local diseases of the puer- 
perium of slight severity, the calcium values _re- 
mained about the same or showed only a slight 
reduction. Severe diseases of a septic or pyamic 
nature were associated with a marked diminution 
of the calcium content of the serum to as low as 
9.45 Mgm. per 100 c.cm. 

As a result of their investigations the authors 
conclude that the calcium balance during pregnancy 
and in the toxicoses of pregnancy has no decisive 
significance. Bock (G). 


Davidson, A. M.: The Use of Morphine in Eclamp- 
sia. Med. J. Australia, 1928, ii, 612. 


Davidson states that the great diversity of opinion 
among the leading obstetricians regarding the use of 
morphine in eclampsia is to be expected inasmuch 
as the etiology of eclampsia is still unknown. There 
is as yet no absolute proof of any of the many 
etiological theories advanced. It is possible that 
eclampsia is due to the excessive production of a 
normal hormone of pregnancy, the function of which 
is to soften the genital tract to facilitate delivery. 
Excess of such a hormone acting upon tissues other 
than those for which it is intended would cause 
cedema, and a further excess would interfere with 
kidney function and ultimately irritate the central 
nervous system, causing convulsions, cyanosis, and 
death. The source of this toxic hormone is believed 
to be the placenta. As yet, no method is known by 
which the formation of the hormone may be pre- 
vented. It is believed that any factor which in- 


creases the metabolic rate of the mother will increase 
the output of the toxin, and that conversely any 
factor which will decrease the metabolic rate of the 
mother will limit the output of the toxin. 

There is little in the literature regarding the effect 
of morphine upon metabolism and very little infor- 


mation regarding the normal changes in the meta- 
bolic rate due to pregnancy. Stander has shown 
experimentally that in normal animals morphine 
increases the carbon-dioxide combining power of 
the blood. Accordingly, morphine tends to counter- 
act acidosis. Cushny and Clark have shown that 
morphine has no effect upon kidney function except 
when it is given in enormous doses, but causes a 
slowing of peristalsis. The resulting interference 
with elimination may be overcome by lavage of the 
stomach and colon as recommended by Fitzgibbon. 

Titus and others have shown that the convulsions 
of eclampsia are preceded by a sudden drop in the 
blood sugar. Therefore the use of morphine to 
prevent convulsions seems justified since in this 
manner the violent muscular activity which will 
further diminish the glycogen reserve in the liver and 
increase the katabolic products in the blood will be 
prevented. Cushny states that morphine lowers the 
respiratory rate, causing a loss of glycogen which 
would appear a contra-indication to its use, but the 
convulsions themselves may impede respiration suf- 
ficiently to cause asphyxia and seldom is enough mor- 
phine given to alter the respiratory rate seriously. 

The conclusion may therefore be drawn that, 
provided lavage is carried out, there is no contra- 
indication to the use of morphine in the convulsive 
stages of eclampsia as the delay of elimination by 
kidney function is much less than was formerly be- 
lieved. Morphine is of inestimable value in reducing 
muscular effort, in quieting the mind of the patient, 
and in tending to prevent the numerous secondary 
effects of the convulsions. 

SAMUEL J. FoGetson, M.D. 


LABOR AND ITS COMPLICATIONS 


Ramos, A. P.: Congenital Ectopic Kidney as a 
Tumor Previa in Labor (La dystopie rénale 
congénitale comme tumeur praevia dans l’accouche- 
ment). Gynéc. et obst., 1928 xviii, 97. 

In the course of the routine examination of a 
primipara in the eighth month of pregnancy the 
cervix was found deviated to the right side of the 
pelvis. The presenting head was high in the pelvis 
and displaced to the right. In the left vaginal 
cul-de-sac a flattened tumor the size of a manderin 
orange could be felt on the posterior wall of the 
pelvis below the promontory. Slight mobility 
suggested that the tumor had a short pedicle. 

Several diagnoses were considered, the last one 
being ectopic kidney. Cystoscopy revealed nothing 
abnormal, but on catheterization of the ureters the 
left ureter was found very short, about ro cm. in 
length. The function of both kidneys was normal. 
Pyelography demonstrated clearly an ectopic kidney 
lodged in the superior strait. 

The treatment was expectant, but when labor 
began it soon became evident that the tumor would 
continue to obstruct the birth canal. The patient 
was therefore delivered by cervical caesarean section. 
The kidney was found to embrace the left iliopec- 
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tineal line. It was somewhat flattened, but other- 
wise was normal, even being surrounded by abundant 
perirenal fat. The vessels were engorged, and some 
of them seemed directed to the origin of the common 
iliac artery. Recovery was uneventful. 

This anomaly has been observed several times. 
In most cases it has had no effect on the pregnancy, 
but in some instances it has caused abortion. In 
one case reported, nephrectomy was necessary on 
account of hydronephrosis. 

In fourteen cases reported the kidney interfered 
with labor. In ten, the labor was terminated without 
accident. In the four others, it was terminated 
respectively by nephrectomy by the vaginal route, 
rupture of the uterus, embryotomy, and caesarean 
section. 

After considering all of the methods proposed for 
dealing with this condition (transplantation of the 
kidney, premature induction of labor, symphysio- 
tomy), the author concludes that the best procedure 
is cervical caesarean section. 

AvBert F. De Groat, M.D. 


Pickles, W., and Jones, S. S.: Regional Anzsthesia 
in Obstetrics. New England J. Med., 1928, cxcix, 
988. 


The authors describe the neuro-anatomy of the 
region of the sacral nerve, review the literature on 
sacral nerve block, and describe the various methods 
by which this type of anesthesia is induced. They 
have adopted the epidural method and _ report 
twenty-eight deliveries in which it was employed. 

The injection is made through the sacral hiatus, 
which is bounded laterally by the sacral cornua and 
above by the fourth sacral spine, and is covered by 
the sacrococcygeal membrane. After anwsthetiza- 
tion of the superficial tissues, an unbreakable spinal 
needle is introduced through the membrane and 
advanced until it touches the anterior wall of the 
sacral canal, when it is slightly withdrawn, its di- 
rection is changed to accord with that of the sacral 
canal, and it is then advanced 3 or 4cm. After with- 
drawal of the stylet, aspiration is done and if blood 
or spinal fluid is obtained the needle is withdrawn 
slightly until no such flow occurs. When it has been 
definitely ascertained that the point of the needle 
is not in the dural sac or in a vein, 40 c.cm. of a 1 
per cent solution of procain without adrenalin are 
slowly injected. Anzsthesia is usually complete 
in from ten to fifteen minutes and lasts about two 
hours. 

Of the twenty-eight patients whose cases are re- 
viewed, twenty-six were primiparx. Anaesthesia was 
complete in twenty-six. In one case the needle 
failed to enter the canal, and in another a bony 
deformity made the injection difficult and only 
partial anesthesia of one and one-half hour’s dura- 
tion was obtained. In five cases the labor outlasted 
the anesthesia. The average duration of spontaneous 
labors was forty-nine minutes. The extremes were 
nineteen and ninety minutes. In the cases of primi- 
pare the injection was generally given when the os 


was fully dilated, and in those of multipara, when 
there was a dilatation of 6 or 7 cm. Most of the 
patients required continual urging to persuade them 
to use their abdominal muscles. There was no 
untoward reaction of importance and no increased 
tendency toward postpartum hemorrhage. 

‘The chief disadvantage of the method is the fairly 
short duration of the anesthesia. Procain poisoning 
did not occur in any of the cases reviewed. The 
authors attribute such poisoning to injection of the 
procain into a vein. 

The chief indication for the method is a condition 
contra-indicating general anesthesia such as toxemia 
or a heart lesion. The method should not be used if 
the patient is irrational or non-codperative or there 
is an infectious process near the proposed site of 
injection. KE. L. Kinc, M.D. 


Pitkin, G. P., and McCormack, F. C.: Controllable 
Spinal Anesthesia in Obstetrics. Surg., Gynec. 
& Obst., 1928, xlvii, 713. 

The authors review eighty-nine cases of delivery 
under controllable spinal anawsthesia. 

Gliadin (the mucilaginous content of wheat 
starch) is injected with the anesthetic solution to 
prevent mixing of the latter with the spinal fluid 
before it has been absorbed. When a small amount 
of solution is injected into the subarachnoid space 
it is confined to the lower portion of the spinal canal 
and anwsthetizes only the sacral nerves with 
resulting anwsthesia of the perineum, the inner 
side of the thighs for 5 or 6 in., and the region from 
the symphysis in front to the lower part of the sac- 
rum in the rear. The cervix, vagina, and vulva, and 
the sphincters of the anus and bladder are com- 
pletely anawsthetized, while sensation of the uterus 
is not impaired. 

The gliadin lessens the toxin symptoms of the 
novocain. If too much gliadin is used in the solu- 
tion, the induction of anwsthesia fails or is greatly 
delayed, whereas if too little is used, the anesthesia 
cannot be controlled. 

The patient is placed on her right side and the 
head of the delivery table is raised from 15 to 20 
degrees. She is never allowed to lie entirely flat or 
in the Trendelenburg position as in these positions 
the heavy solution may ascend high in the canal 
producing a drop in the blood pressure, nausea, vom- 
iting, and headache. 

After the skin and the interspinous ligament have 
been injected with a solution of novocain (0.013), 
ephedrine (0.5), and normal salt solution (q.s., 1.3), 
the puncture is made between the fourth and fifth 
lumbar vertebrae with a No. 22 gauge lumbar punc- 
ture needle with a short bevel of 45 degrees. 

When clear spinal fluid starts to come away, a 
syringe is attached to the needle and a solution of 
novocain (0.2), gliadin solution (0.13), strychnine 
sulphate (0.0022), glucose (0.065), and normal salt 
solution (q.s., 0.5) is injected. On withdrawal of the 
needle the wound is covered and the patient turned 
on her back. Anasthesia results in from ten to 
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twelve minutes. After the injection the patient is 
kept on her back with her head slightly raised for 
from one and a half to two hours. 

If anwsthesia is desired higher on the body 
surface, it is induced by aspirating and re-injecting 
2, 4, or 6 c.cm. of the spinal fluid. 

On account of the ease of introduction of the solu- 
tion and the rapidity of its effects, this type of 
anesthesia is better than caudal or sacral anesthesia. 
It has none of the complications of inhalation 
anwsthesia. ‘There is no shock or drop in the blood 
pressure. The rigid or spastic cervix becomes soft 
and dilates rapidly, and the perineum relaxes so that 
version, the application of forceps, etc. are greatly 
facilitated. 

Controllable spinal anesthesia is indicated in the 
cases of women with tuberculosis, pneumonia, asth- 
ma, emphysema, cardiac decompensation, diabetes, 
eclampsia, acidosis, pyelitis, and severe anamia. 

Puitie H. Arnot, M.D. 


NEWBORN 


Munro, D.: Cranial and Intracranial Damage in 
the Newborn. Surg., Gynec. & Obst., 1928, xlvii, 622. 
Postmortem and microscopic studies in forty-five 
of fifty-six primarily fatal cases of cranial and intra- 
cranial damage in the newborn showed that the most 
common pathological entities were meningeal and 
intracortical hemorrhage, congestion, and cedema. 
Gross intracranial haemorrhage may occur from 
the rupture of large venous sinuses. ‘The most com- 
mon sites are the great vein of Galen and the lateral 
sinus. 
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Forty-eight of the fifty-eight babies which were 
discharged from the hospital living and relieved 
were followed up. Thirty-nine may be regarded 
as cured. Five are still too young to allow a satis- 
factory estimation of the end-result. 

The most common late result of cerebral damage 
in the newborn is hydrocephalus associated with 
epilepsy or idiocy. Convulsions alone and spasticity 
associated with idiocy have also occurred. 

In the cases reviewed, lumbar decompression was 
done after recovery from the surgical shock. In addi- 
tion, parental blood was given intramuscularly in 
the cases of hemorrhagic disease. Depressed frac- 
tures were elevated as soon as possible. Ventricular 
puncture and a typical subtemporal decompression 
were done twice. Rovanp S. Cron, M.D. 


MISCELLANEOUS 


Hahn, M.: The Treatment of Syphilitic Mothers 
and Children in Welfare Stations (Foersorge- 
behandlung der leutischen Muetter und Kinder). 
Zischr. f. Geburtsh. u. Gynack., 1928, xciii, 295, 318. 

The author discusses the various measures that 
must be employed in welfare work for syphilitic 
mothers and children. In making the diagnosis in 
the case of the syphilitic mother, compulsion must 
be avoided. The aim should be a legal regulation 
making assistance of any kind in maternity cases 
dependent on the obtaining of a serological reaction. 

Hahn discusses the costs involved. The welfare 

stations for pregnant women and infants should be 

obliged to refer syphilitic expectant mothers and in- 

fants to suitable treatment stations. Putter (G). 
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GENITO- URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Wesson, M. B.: Pyelography. California 
Med., 1928, Xxix, 297. 


& West. 

‘Ten years ago pyelography was considered a 
dangerous surgical procedure. ‘Today, because of 
the harmlessness of the reagents used and the suc- 
cessful sales talk of cystoscope salesmen, many 
general practitioners make their own pyelographic 
examinations. 

Pyelography is ordinarily a simple procedure, but 
cystoscopy is not. Complete anuria and death may 
follow urethral instrumentation. 

The use of warm or hot water as an irrigating 
medium causes fogging of the lens and softens the 
catheters. As the bladder is relatively insensitive 
to cold water, the irrigating solution should never 
be above room temperature. 

Catheters are ruined by sterilization, by being 
stored in a container connected with a receptacle 
of formaldehyde, by boiling, and by prolonged soak- 
ing in bichloride of mercury solution. 

Twelve per cent sodium iodide has been found to 
be a harmless and satisfactory pyelographic me- 
dium. ‘The use of 15 to 25 per cent sodium bro- 
mide as a pyelographic medium is associated with 
danger and discomfort. 

Double pyelograms are necessary in order that 
the two kidneys may be compared. Bilateral bizarre 
shapes are congenital, but a unilateral bizarre shape 
indicates a pathological condition. 

Double pyelograms can be made with impunity in 
any case in which bilateral ureteral catheterization 
has been done. 

The injection is most satisfactorily accomplished 
by the gravity method with the use of two burettes 
held in a stand at a height of from 18 to 24 in. above 
the patient. When the fluid stops running, the kidney 
pelvis is filled. The injection requires from one to 
five minutes. 

When a syringe is used there is generally over- 
injection, which spoils the picture and causes dis- 
comfort for a few hours. This is true also when a 
gravity burette is held by a nervous or impatient 
assistant. 

The author reports six cases in which a pyelo- 
graphic examination was made. The first was a case 
of diverticula of the bladder with reflux to a left 
pyonephrosis. In the second there was hydro- 
nephrosis of the right kidney due apparently to an 
aberrant artery, and the passage of catheters had 
caused anuria of the normal left kidney. In the 
third case, a small stone was found in an uninfected 
non-functioning kidney and a staghorn stone in an 
infected functioning kidney. In the fourth case, 
over-injection resulted from 24-in. gravity pressure, 
the solution spraying out through or between the 
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tubules. In the fifth case, in which there was bila- 
teral ptosis of the kidney, a unilateral pyelogram led 
to nephropexy and four years later the kidney had 
resumed approximately its former position. In the 
sixth case there was a calcified hamatoma. 

Louts Gross, M.D. 


Gibson, A. G.: Pyelitis and Pyelonephritis. Lance!, 
1928, CCXV, 903. 

Gibson divides 114 cases in which he studied the 
kidneys at autopsy into two groups: (1) 72 cases with 
no obstruction to the outflow of urine, and (2) 42 
cases with such obstruction. He concludes from his 
findings that by far the most common infection of 
the kidney substance in man is an infection through 
the blood stream. ‘This type is found in 77 per cent 
of all cases of renal disease whether urinary obstruc- 
tion is present or not. 

From a study of the clinical records of the cases 
reviewed, Gibson found that pyonephritis may 
occur: (1) as mild attacks which pass without 
notice or perhaps with only slight discomfort; (2) 
moderate attacks which are attributed to what is 
ordinarily termed ‘‘acute pyelitis”; (3) septicamic 
attacks simulating typhoid or other grave condi- 
tions; and (4) fulminating attacks in which the 
kidney may become gangrenous and death is 
imminent. 

The type of kidney inflammation which is caused 
by repeated attacks of pyelonephrosis and scarring 
and is called “atrophic pyelonephritis” is not so 
clearly recognized by physicians as by urologists. 
In the author’s series of cases there were eleven of 
this type. The condition may occur on one or both 
sides. The kidney is small, contracted, and fibrosed. 
In extreme cases, no kidney substance may re- 
main. 

Pyelitis, an inflammation of the inner lining of the 
pelvis of the kidney, is ordinarily considered a 
common lesion, but Gibson found that in purulent 
and semipurulent infections of the kidney it was 
very uncommon in the absence of obstruction, 
though it occurs in about 50 per cent of the cases 
when obstruction is present. Therefore he believes 
that many cases of so-called ‘‘pyelitis” are cases of 
pyelonephritis. 

Pyelitis as an anatomical lesion occurs in tuber- 
culosis of the kidney, nephrolithiasis, gonorrhoea, 
and all ascending infections. 

The state of the urine varies considerably in 
pyelitis and pyelonephritis. Frequently it gives 
very little aid in the diagnosis, and in some instances 
the absence of abnormality in the urine may divert 
attention from the kidney even when there is a 
localized purulent infection of that organ. This is 
apt to be true especially in cases of acute infarctions 
in the cortex. Henry L. SANrorp, M.D. 

I 
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Crosbie, A. H.: Pyelonephritis. Northwest Med., 
1928, xxvii, 516. 

Pyelonephritis in its various forms is the most 
common condition seen by the urologist. The term 
“pyelonephritis” should include all cases of pyelitis. 

Acute pyelonephritis in an otherwise normal kid- 
ney tends to become cured. In cases of recurring 
attacks, however slight, a pyelographic examination 
should be made. If the attacks recur in kidneys that 
have been proved otherwise normal, a search should 
be made for sources of infection such as devitalized 
teeth, infected tonsils, and intestinal stasis. 

Pain is not a constant nor a reliable symptom in 
either simple pyelonephritis or pyelonephritis de- 
veloping in an abnormal kidney. Pyelonephritis in 
an abnormal kidney—that is, in the presence of 
stones or a kink of the ureter—may entirely destroy 
the kidney without causing localized pain. 

In every case of pyelonephritis, the urinary sedi- 
ment should be examined after subsidence of the 
symptoms. If erythrocytes, leucocytes, or bacteria 
persist, a pyelographic examination should be made. 
A kidney rarely becomes destroyed without the 
appearance of evidence of its destruction in the uri- 
nary sediment. C. Travers Strepita, M.D. 


Rudnick, D. F.: Bilateral Renal Tuberculosis: 
End-Stage with Sclerosis and Calcification. 
J. Urol., 1928, xx, 625. 

Four types of renal tuberculosis can be dif- 
ferentiated: (1) tuberculosis of the kidney without 
X-ray signs, (2) chronic ulcerative tuberculosis of 
the kidney (pelvis, calyces, and ureter), (3) cement 
kidney (Moertelniere), and (4) calcified tuberculosis 
of the kidney. 

In the first type, the urine usually shows tubercle 
bacilli long before the X-ray findings become 
positive and there may be extensive destruction of 
the kidney parenchyma before deformity of the 
pelvis or calyces can be demonstrated. 

In the ulcerative type, the pyelogram shows 
changes in the pelvis and calyces. 

In the cement kidney the diseased areas are filled 
with caseous material in which calcium is deposited. 

Calcified tuberculosis of the kidney is a healing or 
localized tuberculosis with calcification. 

The X-ray shadows of tuberculous lesions of the 
kidney must be differentiated from those of: (1) cal- 
culi, (2) hydronephrosis and pyonephrosis, (3) para- 
nephritic abscess, (4) perinephritis, (5) cystic kid- 
ney, (6) a calcified blood clot in the pelvis, (7) a 
calcified aneurism of the renal artery, (8) tumors of 
the kidney, and (9) bilharziasis. 

The author reports a case of bilateral renal tuber- 
culosis in a man forty years of age. Five years pre- 
viously the patient had developed a cough and 
tubercle bacilli were found in the sputum. After 
treatment in a sanatorium for a year the sputum 
became negative for tubercle bacilli. Six months 


after entering the sanatorium, the patient began to 
have frequency, urgency, and slight burning with 
occasional nocturia. The function of the left kidney 


was greatly reduced, the urine from the left side 
contained tubercle bacilli, and the pyelogram of the 
left kidney showed enlargement and parenchymal 
destruction. Shortly thereafter, tubercle bacilli 
were found in the urine from the right kidney, but 
the pyelogram of this kidney was normal. 

The patient refused operation, left the sanatorium, 
and went back to work. During the next few months 
his blood pressure rose from 170-144 to 260-140. 
X-ray examination of the urinary tract at the end 
of that time showed calcification of the left kidney 
and a beginning of this process in the right kidney. 
Cystoscopic examination showed a normal ureteral 
efflux from the right ureteral orifice, but none from 
the left side. 

In conclusion the author states that sclerosis with 
subsequent calcification of the kidneys is not an 
uncommon aftermath of renal tuberculosis. It 
usually occurs in one kidney but may be bilateral. 
The case reported in this article presented a charac- 
teristic clinical course. It demonstrates the neces- 
sity for flat X-ray plates in cases presenting or sug- 
gesting possible renal involvement and cases of 
abdominal conditions of an obscure nature, par- 
ticularly those with a history of operative inter- 
ference without benefit. CLAupEe D. Hotmes, M.D. 


Troeltzsch, J.: Albuminous Stones in the Renal 
Pelvis; An Attempt at Their Histochemical 
Decomposition (Eiweiss-Steine im Nierenbecken; 
Versuch ihres histochemischen Abbaus). Zéschr. f. 
urol. Chir., 1928, xxiv, 448. 

In the case reported in this article the clinical 
diagnosis was calculous pyonephrosis on the left 
side and hydronephrosis with stones and ureteral 
calculi on the right side. ‘The development of com- 
plete anuria led to operation. A nephrostomy was 
done on the right side after removal of the stones, 
but the patient died from renal insufficiency. 

Autopsy revealed bilateral lithonephrosis. In the 
left pelvis and ureter there were ten albuminous 
stones, and in the lower portion of the right ureter 
there was an oxalate stone the size of a date pit. 
Associated conditions were pyonephrosis, a_peri- 
renal abscess that had ruptured into the ascending 
colon, and suppurative diphtheritic cystitis. 

Only a few reports of concretions of organic 
structure have been made in the literature. These 
are cited in detail. In the author’s case the concre- 
tions found in the left kidney varied in size from 
that of a pea to that of a cherry and in color from a 
yellowish-brown to a grayish-violet. They were 
spherical or ovoid and of the consistency of boiled 
beans. In the center there was a hard, firm, reddish- 
brown nucleus surrounded by soft, concentrically 
arranged glassy layers. 

The results of the chemical, histological, and 
crystallographic examinations of the albuminous 
bodies and of the attempts at their histochemical 
decomposition must be read in the original. 

In discussing the genesis of the stones in this case 
the author cites the fact that the patient gave a 
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twenty-four-year history of hematuria which was 
probably due to disturbances of the renal circulation 
resulting from kinking or compression of the renal 
veins from downward dislocation of the enlarged 
kidney. Such hamaturias are regarded as the cause 
of albuminous stones since hematin can be demon- 
strated chemically in the concretions. Around the 
coagula there are deposited, as the result of changes 
in the surface tension, amorphous uric acid and 
crystalloids of unknown form or albuminous masses 
ncluding bacteria in the sense of colloid precipita- 
tion. JANSSEN (Z). 


Cahill, G. F., and Gile, H. H.: Calculous Anuria. 
J. Am. M. Ass., 1928, xci, 1970. 


Calculous anuria occurs under the following four 
conditions: (1) when both ureters are blocked, (2) 
when one ureter is blocked and the other is unde- 
veloped or has been removed or destroyed by disease, 
(3) when a single fused ureter draining both kidneys 
or a double kidney becomes blocked, and (4) when 
one kidney is blocked and the other fails to secrete. 

It is most frequent in middle age and occurs more 
often in males than in females. ‘The symptoms are 
pain and anuria followed first by dryness of the skin, 
nausea, sleeplessness, and gaseous distention of the 
gastro-intestinal tract and later by drowsiness, 
nausea, oedema of the eyelids, twitchings, convul- 
sions, and sometimes blindness. 

The treatment is nephrotomy and drainage 
through a lumbar incision, on both sides if necessary, 
under nitrous oxide-oxygen anesthesia. After this 
operation the condition returns to normal in two 
months. BENJAMIN F. Rotter, M.D. 


Campbell, M. F.: Ureteral Obstruction in Infancy. 
Am. J. Surg., 1928, v, 445. 

Ureteral obstructions, particularly congenital 
strictures, are not uncommon in children and may be 
the underlying cause of persistent urinary tract in- 
fection with marked destruction of the kidney. The 
author emphasizes the similarity of obstructive 
lesions of the urinary tract in children to those found 
in adults. By modern urological methods they can 
be diagnosed clinically and treated surgically. 
Medical measures are of value only in conjunction 
with surgery for relief of the obstruction. 

When the obstruction is recognized and treated 
early, the patient may be spared irreparable renal 
destruction and in many cases years of suffering or 
an early death. C. Travers Stepita, M.D. 


Coffey, R. C.: Transplantation of the Ureters into 
the Large Intestine. Surg., Gynec. & Obst., 1928, 
xlvii, 593. 

In an article of considerable length, profusely 
illustrated, the author takes up in detail the funda- 
mental principles involved in the transplantation of 
the ureters into the large intestine. He then traces 
the chronological steps in the development of the 
operation and discusses the types of operation ante- 
dating his own. He defines the problem in this 


work and reviews much of the experimentation 
which has been done in the development of a satis- 
factory technique. The technique of the operation 
as now performed is described in minute detail and 
the complications to be guarded against in the post- 
operative course are pointed out. The records of a 
number of cases in which the operation was per- 
formed successfully are presented. 

In conclusion Coffey says that now for the first 
time he feels justified in recommending this opera- 
tion for general use by the skilled surgeon for any 
condition in which it is necessary to dispense. with 
the bladder as a reservoir for urine. 

Joun G. Cueetuam, M.D. 


BLADDER, URETHRA, AND PENIS 


Frontz, W. A.: Submucous Fibrosis (Localized 
Cystitis). South. M.J., 1928, xxi, 899. 

This article deals with the relatively uncommon 
form of cystitis first reported by Hunner in 1913 as 
“elusive ulcer of the bladder.”” The symptoms are 
out of all proportion to the urinary and cystoscopic 
findings as the ulcer may have disappeared entirely 
and the process may be limited to the deeper 
layers of the bladder wall. 

The predominant and constan' symptoms are 
urinary frequency and pain, the former in many 
cases amounting almost to incontinence. The pain, 
which is caused by distention of the bladder, is 
suprapubic and usually severe and cutting in char- 
acter. In many cases there is a history of hama- 
turia following overdistention of the bladder and 
noted only during a single voiding. 

A constant finding is reduction of the capacity of 
the bladder to between too and 150 c.cm. or less. 
In many cases the appearance of the vesical mucosa 
is so little altered that if the condition were not 
suspected the lesion might not be found. The area 
of reddening varies in diameter from a few milli- 
meters to several centimeters. If the bladder is 
overdistended, the formerly intact mucosa covering 
the lesion may be the site of bleeding fissures. 
When the urine is clear, the fissures heal promptly. 
The diagnosis is rarely very difficult. It is suggested 
by the history of long-continued urinary frequency 
associated with suprapubic pain on overdistention 
of the bladder, and becomes practically certain 
when there is no urinary obstruction and no patho- 
logical elements can be found in the urine. The 
characteristic pathological change is a fibrosis of 
the submucosa. The mucosa rests on a dense 
scirrhous layer instead of the normal loose areolar 
tissue. When the deeper bladder layers are involved 
the lesion is thick-walled. 

A cure can be obtained only by surgical extirpa- 
tion of the lesion. Recurrences may develop at the 
original site or elsewhere in the bladder. The author 
employs deep fulguration under anesthesia before 
resorting to more radical surgical measures. Before 
the bladder treatment is begun, all foci of infection 
should be eradicated. Ciaupe D. Hoimes, M.D. 
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Cabot, H.: Stone in the Bladder. J. Am. M. Ass., 
1928, xci, 1968. 

In uncomplicated cases of stone in the bladder, the 
stone may be removed by incision or litholapaxy. 
Litholapaxy is contra-indicated when the stone is 
very large and the bladder is small, holding less than 
125 c.cm., and when the nucleus of the stone is a 
foreign body which cannot be crushed. It may be 
contra-indicated also when the urethra is small, but 
as a rule a urethral structure can be divided. In 
borderline cases, litholapaxy should be tried before 
the bladder is opened. Benjamin F. Rotter, M.D. 


Hunt, V. C.: The Surgical Treatment of Malignant 
Tumors of the Bladder. J. Am. M. Ass., 1928, 
xci, 1704. 

Ninety-five per cent of malignant lesions of the 
bladder are epitheliomata of varying degrees of 
malignancy. More than half are highly malignant 
(grades 3 or 4) irrespective of their situation. 
Lesions of the base of the bladder tend to be more 
malignant than lesions of the lateral walls and dome. 
The mortality rate of surgical procedures is de- 
pendent upon the site of the tumor, the magnitude 
of the operation, and, in lesions of the base of the 
bladder, the method of disposing of the ureter. The 
mortality is lowest following the excision types of 
operations employed in the lateral walls and dome, 
and highest in segmental resection for tumors of 
the base with re-implantation of the ureter, which 
is hardly a justifiable procedure. Division and 
ligation of the ureter has proved the best method 
when the ureter is involved in the lesion and when 
the operation is performed for an extensive operable 
tumor of the base. 

A study of approximately 370 cases of epithelioma 
of the bladder in which curative surgical procedures 
were carried out indicated that the results are de- 
pendent upon the situation of the tumor, its extent, 
and its degree of malignancy. In general, irrespective 
of the size or situation of the tumor, approximately 
65 per cent of the patients with malignant lesions 
graded 1 or 2 are living and well three years after 
the operation, while of those having radical opera- 
tions for lesions graded 3 or 4, approximately 35 
per cent obtained equally good results. When the 
site of the growth is taken into consideration, the 
results of surgical treatment of tumors of the lateral 
walls and dome are nearly twice as good as those of 
the base, the degree of malignancy being equal. 
Approximately 73 per cent of patients with tumors 
of the lateral walls or dome graded 1 or 2, and 42 
per cent of those with tumors graded 3 or 4 are 
living after three or more years, while 50 per cent 
of patients with tumors in the base graded 1 or 2, 
and 25 per cent of patients with tumors graded 3 or 4 
have survived without recurrence for the same length 
of time. 

It is apparent that the merit of various surgical 
procedures and physical agents used in the treatment 
of malignant tumors of the bladder may be judged 
and accurate results of treatment ascertained only 


if cases are analyzed in terms of pathology, the 
degree of the malignancy, the site of the lesion, and 
the extent of the involvement. Not all patients can 
be cured, but a higher percentage of good results 
may be obtained by surgical than by any other 
methods. 


Davis, D. M.: Epispadias in Females and Its Sur- 
gical Treatment. Surg., Gynec. & Obst., 1928, 
xl vii, 680. 

Davis discusses the embryological origin of epis- 
padias in the female and reviews six cases of the 
condition. He classifies previous methods of treat- 
ment as follows: 

1. Plastic operations: (a) external plastics, in 
which the external genitalia were restored to a con- 
dition as near normal as possible and the urethra 
was repaired by the excision of portions of its redun- 
dant wall upward for a variable distance, but not far 
enough to include the sphincteric muscle of the 
bladder; and (b) internal plastics, in which the 
repair was carried upward to include the region of 
the internal sphincter, the vesical orifice, and a por- 
tion of the anterior wall of the bladder. Later the 
chief requirement was believed to be lengthening 
and narrowing of the urethra followed by the for- 
mation of a bend or kink in its course. While in 
many cases the immediate result was good, incon- 
tinence recurred a few weeks later after subsidence 
of the cedema and inflammatory reaction around the 
urethra. 

2. Reefing operations. Restoration of the urethra 
was attempted by means of reefing sutures applied 
through the urethral walls. ‘This method was not 
successful. 

3. Muscle plastic operations. An attempt was 
made to supply a new sphincteric apparatus by 
transplanting a voluntary muscle in the form of a 
ring around the urethra. Good results were some 
times obtained. 

4. ‘Torsion of the urethra. An effort was made to 
bring the walls of the urethra into close apposition 
by freeing the urethra up to its attachment to the 
bladder, twisting it through an arc varying from 9o 
to 480 degrees, and suturing it into place again at 
the outer end. In some cases this operation was 
followed by gangrene or stricture of the urethra, 
and in many cases it failed to produce the desired 
result. 

5. Cauterization. This was not successful. 

6. Interposition of the uterus. This was done only 
once. ‘The vesicovaginal fascia was shortened by a 
reefing procedure and the patient sterilized by resec- 
tion of the tubes. There now seems no excuse for 
sterilizing the patient in order to cure epispadias. 

7. Transplantation of the ureters. This procedure 
is unnecessarily severe and radical. 

8. Obliteration of the urethra and the establish- 
ment of a suprapubic fistula. In the author’s 
opinion this operation is not worthy of discussion. 

In the method advocated by Davis, a two-stage 
operation, the first stage is a plastic repair of the 
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defect including: (1) wide exposure of the affected 
areas; (2) sufficient excision of excessive mucosa 
under the control of vision; (3) careful suture of the 
halves of the defective internal sphincter muscle 
over the anterior aspect of the newly formed vesical 
orifice; and (4) diversion of the urine during the 
period of healing by a drainage tube in the bladder. 
The second stage, which is usually unnecessary, is 
Deming’s gracilis muscle plastic operation. 
Gicpert J. THomas, M.D. 


Anderson, A. E.: Stricture of the Female Urethra. 
Northwest Med., 1928, xxvii, 520. 

The author reviews the etiology, pathology, 
symptoms, and treatment of stricture of the female 
urethra. The condition is not rare but there is con- 
siderable difference of opinion as to its incidence. 
Inflammations are regarded as the chief cause. 
Trauma is also an important factor. A thorough 
urological examination should be made in all cases. 
The three cardinal signs of the condition are fre- 
quency, urgency, and dysuria. Elimination of the 
causative factor is necessary. Dilatation supple- 
mented by local treatment is the only measure giving 
relief. C. Travers Stepita, M.D. 


GENITAL ORGANS 


Nittis, S.: Pyretotherapy in the Treatment of 
Gonorrhoea by Inducing Aseptic Abscess. 
New England J. Med., 1928, cxcix, 1041. 

The author has endeavored to cure refractory 
cases of gonorrhoea by the production of a con- 
tinuous fever. A series of eleven cases were treated 
by an injection of 0.5 c.cm. of turpentine into the 
thigh, which caused the formation of an aseptic 
abscess, fever, and pain. An apparently complete 
cure was obtained in seven cases from one day to 
one week after the injection. In the four other cases 
the results were less definite. 

Nittis believes that in recent acute, uncomplicated 
urethritis, local conservative treatment is to be pre- 
ferred to procedures causing a general reaction and 
incapacitating the patient for some time, but that 
in cases with complications the production of an 
aseptic abscess is an excellent means of shortening 
the period of incapacity and at the same time favor- 
ably influencing the outcome of the infection. 

Henry L. SANrorp, M.D. 


Young, H. H.: Medical and Surgical Problems in 
Prostatic Obstruction. New England J. Med., 
1928, cxcix, 859. 

The active part played by the trigon in micturi- 
tion explains the trigonal hypertrophy’ associated 
with median bar prostatic growths. ‘The muscles 
of the trigon become hypertrophied in their effort to 
pull the growth down and open the internal sphincter. 

Prostatic hypertrophy is associated with carci- 
noma in 10 per cent of cases. Frequently the carci- 
noma is not found in the enucleated prostatic mass 
because there has been no invasion. 


The author recommends sacral or caudal anes- 
thesia for prostatic surgery. He injects a 3 per cent 
solution of procain or novocain into the epidural 
space, introducing the needle by way of the sacral 
notch. He states that in the radical operation com- 
plete urinary control may be preserved by anasto- 
mosing the bladder with the stump of the urethra 


-and preserving the nerves to the triangular liga- 


ment, thus keeping the external sphincter intact. 
Of twenty-seven patients upon whom the radical 
operation was performed by Young, 62 per cent 
were living and without recurrence five years after 
the operation. 

In cases with congenital valves of the verumon- 
tanum associated with enlargement of the ureters 
and hydronephrosis, the punch operation is very 
effective. For such cases Young uses a miniature 
punch. Most infants with this condition are uramic 
and require the same careful pre-operative treat- 
ment as adults with obstruction. 

The chief factor in the mortality of prostatic 
obstruction is infection. In the control of infection, 
mercurochrome injected intravenously has _ been 
found very effective. Except in fulminating cases in 
which large doses are given, 10 c.cm. of a1 per cent 
aqueous solution per 100 Ib. of body weight are 
injected. Carv R. Stemke, M.D. 


Retterer, E., and Alexandescu, G.: The Structure 
of Testicular Grafts Four Years and Five 
Months Old (Structure de greffons testiculaires 
datant de quatre ans et cing mois). J. d’urol. méd. 
et chir., 1928, xxvi, 113. 

A Russian engineer met with an aviation accident 
which disabled him for seven years. During the 
last two years he became sexually impotent. On 
January 6, 1924, Voronoff grafted four pieces of 
chimpanzee testicle into the tunica vaginalis. After 
this operation the patient was able to resume his 
work and his sexual function was re-established. 
At the beginning of the fifth year, his condition 
began to deteriorate again, and on June 4, 1928, 
another transplantation was performed and_ the 
first grafts were removed for histological examina- 
tion. 

The transplanted pieces of testicle had somewhat 
decreased in size. Their structure was completely 
changed. ‘The central part constituting the greater 
portion of the graft had become necrotic. ‘The 
cortex had survived and had become vascularized 
for a depth of from 0.5 to 2 mm., but the original 
tissue was changed. In some of the tubes the 
epithelial lining had become reduced to a single 
layer of flattened cells. Other tubes had become 
cords. The latter were made up of several layers of 
cells arranged concentrically around the axis of the 
cord. The cells consisted of cytoplasm containing 
several nuclei (connective tissue in the first stage of 
development). The tubes had very fine lumina 
which were either totally empty or filled with détritus 
of epithelial cells with pyknotic nuclei. The walls of 
some of the tubes were made up of connective tissue 
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in the first stage of development and those of others 
of connective tissue in the second stage of develop- 
ment (fibrous) like that of the stroma between the 
cords and tubes. Accordingly, epithelial cells of the 
seminiferous tubules and the intertubular tissue 
had not only survived in the cortex of the graft but 
had developed into dense connective tissue. 

For survival, the graft must be grafted into suit- 
able surroundings (serous or vaginal) and the flaps 
must not be more than 4 or 5 mm. thick so that the 
plasma and fluids of the host may penetrate them 
throughout to assure survival of the cells until blood 
vessels develop in the grafts. As long as there is 
epithelium with young connective tissue resulting 
from this transformation, the graft will have a 
general action on the organism. ‘This action may 
continue for four or five years. 

Auprey G. Morcan, M.D. 


MISCELLANEOUS 


Hinman, F.: The Surgical Treatment of Lower 
Tract Tuberculosis, Genital and Vesical. J. 
Urol., 1928, Xx, 521. 

There is a difference of opinion among urologists 
as to the probable site of the primary lesion in tuber- 
culosis of the genital tract. Those who contend that 
the primary lesion is in the epididymis base their 
contention largely on the fact that the symptoms 
improve after simple epididymectomy. ‘Those who 
believe that the seminal vesicles and prostate are 
involved first base their assumption on the following 
facts: 

1. Tuberculous epididymitis alone is a rare con- 
dition. 

2. Clinical evidence of tuberculosis of the seminal 
vesicles or prostate without disease in the epididymis 
is more frequent. 

3. Symptoms of disease in the vesicles or prostate 
often precede the appearance of the disease in the 
epididymis. 

4. In every case of tuberculous epididymitis 
there is complete involvement of the globus minor, 
this apparently arising as the result of extension from 
the urethra. 

5. Tuberculous lesions of the seminal vesicles and 
prostate are frequently found at autopsy without 
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lesions of the epididymis, while lesions of the epididy- 
mis alone are rarely found. 

6. When the entire genital tract is involved, the 
lesions of the seminal vesicles and prostate appear 
to be more advanced. 

7. Lesions in the globus minor of the epididymis 
appear older and more advanced than those in the 
globus major. 

8. Microérganisms are repeatedly absorbed from 
the urethra and carried to the epididymis. 

9g. Tuberculous epididymitis has been produced 
experimentally by injuring the epididymis and then 
inoculating the urethra. 

Hinman believes the seminal vesicles and prostate 
are the primary site of the infection. 

There are two clinical types of genital tubercu- 
losis: (1) that in which the more advanced or only 
lesion is in the epididymis, and (2) that in which the 
seminal vesicles are involved with or without 
epididymitis. When there are no active lesions else 
where, the indication is epididymectomy for ‘Type 1 
and the radical operation for Type 2. In thirteen 
of the fifty-one cases reviewed the radical operation 
was done. If the epididymis is alone involved it 
should be removed and the patient kept under ob- 
servation. If evidence of active tuberculosis of the 
seminal vesicles appears later, seminal vesiculectomy 
can then be performed, provided there is no active 
tuberculosis elsewhere. 

In cases with active lesions elsewhere, the decision 
as to the advisability of surgery and the type of 
operation must be based upon a consideration of the 
activity and extent of these lesions in relation to 
the activity and extent of the lesions in the genital 
organs. 

After any form of treatment the patient should be 
kept under observation for a long time. 

Vesical tuberculosis may remain the only active 
lesion after surgery, and may be so advanced as to 
render life miserable because of pain, frequency, and 
incontinence. The ureteral orifice becomes con 
stricted by the tuberculous process, and progressive 
hydronephrosis and renal insufficiency follow. Where 
there is no active tuberculosis elsewhere, temporary 
nephrostomy with permanent ureterorectoneostomy 
may give relief and prolong life. 

Harry W. Praccemryrer, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Huebler, O.: Acute Osteomyelitis in Childhood 
(Kin Beitrag zur akuten Osteomyelitis des Kin- 
desalters). Wien. med. Wehnschr., 1927-1928, 
Ixxvii, 1456, 1490, 1521, 1559. 

Huebler has brought together a large number of 
facts from the literature and from a material of 378 
cases of acute osteomyelitis in childhood. From the 
general statistics it appears that acute osteomyelitis 
is distinctly a disease of the growth period and is 
most frequent in the first and second decades of life. 
The greatest number of patients examined were 
thirteen years of age. One hundred and forty-two 
were males. In the majority of the cases the condi- 
tion began in the warm season of the year, clearly 
because of the increased opportunities for traumatic 
and bacterial injury afforded by outdoor occupa- 
tions. Staphylococcus pyogenes albus (which, under 
suitable conditions—sunlight—easily becomes trans- 
formed into staphylococcus aureus), the streptococ- 
cus, the pneumococcus, and the typhoid bacillus are 
known to be exciting organisms of osteomyelitis. 
Staphylococcus aureus is found most frequently. 
The incubation time cannot be determined exactly. 
The average time is between twelve and forty-eight 
hours. 

In 20 per cent of the cases observed and reviewed 
there was primary involvement of the joints. In 70 
per cent, the osteomyelitis was limited to 1 focus. 
Metastases in the skeletal system were found in 
30 per cent. The observation made by others that 
the course of the condition passes through several 
stages was confirmed. In 7 per cent of the cases, 
periostitis albuminosa could be definitely demon- 
strated. In spite of the formation of extensive sub- 
periosteal abscesses in these cases, cortical sequestra 
did not form. All of the cases of periostitis albumi- 
nosa healed well after wide incision and drainage. 

Staphylococcus albus was found 15 times and 
streptococcus and staphylococcus pyogenes aureus 
only once each. 

Examinations to determine the end-result were 
made in 107 of 232 cases. In 64 cases of osteomye- 
litis of the shaft, good functional and cosmetic 
results were obtained even though, in 36 per cent, 
measurable lengthening or shortening up to 3 cm. 
and curvatures could be demonstrated. The end- 
results of uncomplicated joint disease and of meta- 
physeal disease with articular involvement were less 
favorable, almost 90 per cent of the patients pre- 
senting ankyloses and contractures. 

Huebler agrees with Mayer as to the indications 
for operation. With regard to medical treatment, 
he states that, when correctly used, the full vaccine 


omnadin renders the clinical course of osteomyelitis 
milder and less complicated even though it may not 
cut the process short. GLAESSNER (Z). 


Isolated Tuberculosis of the Car- 
California 


Mensor, M. C.: 
pus—Its Diagnosis and Treatment. 
& West. Med., 1928, xxix, 336. 


The author has been able to collect from the litera- 
ture only three cases of isolated inflammation of the 
carpal navicular bone. In only one of these was the 
inflammation due to tuberculosis. 

In the case reported in this article there was a 
history of trauma to the right wrist. Immediately 
after the injury the wrist was splinted for three 
weeks despite negative roentgen evidence of injury. 
Seven weeks later the pain still persisted and as the 
patient had a history of pulmonary tuberculosis the 
wrist was subjected to another roentgen exami- 
nation. No pathological changes were noted. The 
application of a plaster cast for a month was with- 
out benefit. Finally, four months after the injury, 
a definite fracture line was seen in the navicular 
bone. The bone was therefore removed. Both 
microscopic examination and guinea-pig inoculation 
proved it to be tuberculous. After further immobili- 
zation of the wrist for four months, the patient had 
perfect use of the joint and there was no evidence 
of spread of the infection. 

Micuaet L. Mason, M.D. 


Irrmann, E.: Early Roentgen Lesions of Coxalgia 
and Osteochondritis of the Hip (Les lésions 
radiologiques précoces de la coxalgie et de l’ostéo- 
chondrite de la hanche). Rev. d’orthop., 1928, xv, 
392. 

Irrmann describes the differential signs in the 
roentgenograms of coxalgia and osteochondritis of 
the hip. Decalcification is about as frequent in cox- 
algia as in osteochondritis, but in coxalgia it is gener- 
ally more marked and does not spare the epiphysis. 
In osteochondritis it is more discrete and the epiphy- 
sis becomes decalcified in only a few cases. ‘There- 
fore the difference in decalcification of the epiphysis 
is a good differential sign. Otherwise there is nothing 
characteristic in the localization of the decalcifica 
tion in the two conditions. 

Condensation of the epiphysis is exceptional in 
coxalgia but is quite frequent in osteochondritis. It 
is one of the most valuable differential signs. 

Indistinctness of the joint space is noted almost 
always in both coxalgia and osteochondritis, but in 
coxalgia the head of the femur is almost always in- 
volved while in osteochondritis it is rarely involved. 

Narrowing of the articular space above with 
broadening below is frequent in coxalgia, but occurs 
usually after the age of seven or eight years, while 
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in osteochondritis it generally appears earlier. It is 
a good sign when it exists, but its absence is of no 
significance. 

Simple enlargement of the articular space is rare 
in coxalgia and constant in osteochondritis. 

There is no absolute differential roentgen sign 
between osteochondritis and coxalgia before the be- 
ginning of fragmentation and flattening of the epi- 
physeal center of ossification, but condensation of 
this nucleus with flattening and atrophy and en- 
largement of the articular space suggest osteochon- 
dritis, particularly when they are associated and in 
agreement with the clinical symptoms. ‘The roent- 
gen signs of coxalgia are not very characteristic ex- 
cept in cases with well-marked destructive lesions. 
There is none that is absolutely pathognomonic. 
The diagnosis of coxalgia is based rather on the ab- 
sence of positive signs of osteochondritis, but a defi- 
nite decision cannot be made until the evolution of 
the disease has been followed for some time. 

Aubrey G. Morcan, M.D. 


Giacobbe, C.: Therapeutic Pneumarthrosis in 
Intra-Articular Lesions of the Knee (Il pneu- 
moartro terapeutico nelle lesioni endoarticolari del 
ginocchio). Chir. d. organi di movimento, 1928, 
xii, 433- 

Ilamarthrosis is a common sequela of intra- 
articular lesions of the knee such as tearing out of 
the insertion of the crucial ligaments, laceration of 
the fat pads, partial diastasis of bone fragments, and 
fracture of the semilunar cartilage of the knee, con- 
ditions classed by English and French surgeons as 
internal derangements of the knee. In the diagnosis 
of these lesions, roentgen-ray examination is of 
great aid, especially after the injection of air into 
the joint. 

In a report before the Third International Con- 
gress of Military Medicine in Paris in 1925, Caccia 
stated that the injection of Dakin’s solution into the 
knee joint in traumatic haemarthrosis was curative 
because of the pneumarthrosis which resulted from 
the pressure of gas formed within the joint and 
closed the small bleeding points. 

In the period from May, 1926, to December, 1927, 
the author applied Caccia’s method in fifty cases of 
hemarthrosis, hydrohemarthrosis, and traumatic 
hydrarthrosis of the knee. The first thirty cases were 
treated in the first surgical section of the Celio Hos- 
pital and the others in the Military Hospital in 
Florence. 

Giacobbe believes that pneumarthrosis should be 
induced systematically and immediately in all cases 
of effusion of blood or serum in the knee after tear- 
ing unless there is a true osseous lesion. In cases of 
effusion with a true osseous lesion such as a fracture 
of the patella or a fracture of the lower end of the 
femur, only paracentesis of the joint should be 
done. 

In the induction of pneumarthrosis, the skin is 
disinfected with a 5 per cent alcoholic solution of 
picric acid, the effusion in the joint is emptied as 


much as possible by means of a large needle, the 
joint is washed out with a tepid solution of recently 
prepared Dakin’s solution or sterile salt solution, 
and filtered air, which can be considered sterile, is 
injected to fill the joint. The lavage of the joint may 
be done with the mouth apparatus employed for 
pneumothorax or with a large graduated glass 
syringe with a needle attached to rubber tubing 
which is plugged with cotton to filter the air. ‘The 
injection is made in the upper outer angle of the 
patella. 

The quantity of air injected is about equal to the 
amount of fluid withdrawn from the joint or is 
gauged by the distention of the joint or the pa- 
tient’s sensation of intra-articular tension. After 
the injection, an X-ray exposure in two planes is 
made at once. This gives certain diagnostic data, 
but the author discusses only the therapeutic effect 
of the injection in this article. 

After the injection the limb is put in a metallic 
splint, but the next day the splint is removed and 
massage of the quadriceps and careful progressively 
increased active movement of the joint is begun. 
When all excess heat has left the joint, when partial 
absorption of the injected air has occurred, and 
when there is no contra-indication on account of 
the original lesion, walking is usually begun after a 
week. This method avoids all dangers of immo- 
bilization of the joint containing blood. 

The earlier this treatment is given the better the 
results because when it is applied soon after the in- 
jury it will prevent the clotting and deposition of 
layers of blood in the synovial recesses of the joint or 
on the irregular surfaces of the fracture. Coagulated 
blood irritates the synovia and prolongs the process 
by leading to a secondary serous exudate with the 
development of a hydrohemarthrosis. Organiza 
tion of coagulated blood in the recesses leads to the 
formation of fibrous adhesion nodules and exuberant 
synovial fringes. 

In contusion and simple distortion of the knee 
joint the results are best when the treatment is given 
within the first twenty-four hours. In cases treated 
early the haemarthrosis rarely re-forms and lavage of 
the joint is usually not required because the blood 
has not yet coagulated. Massage and active and 
passive movements are begun on the day after the 
induction of the pneumarthrosis, and walking is be- 
gun early to prevent atrophy of the quadriceps and 
to hasten the complete return of function. 

Good results may be obtained also when the treat 
ment is not given until four or five days after the in- 
jury, but under such circumstances hospitalization 
of from thirty to sixty days is necessary and some- 
times the joint tapping must be repeated. In cases 
not treated until a week after the tearing the results 
are less satisfactory. 

Giacobbe draws the following conclusions: 

1. Cassia’s method of pneumarthrosis is abso- 
lutely harmless. 

2. It is easy to use. 

3. The results are better the earlier it is used. 
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4. By means of joint lavage with Dakin’s solu- 
tion, septic complications, synovitis, fibrous hyper- 
plasia, and recurrent hydrarthrosis may be avoided. 

5. Massage and early mobilization prevent at- 
rophy and its consequences. KELLocc Speep, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Kirschner, M.: Operative Immobilization in Ver- 
tebral Tuberculosis (Die wirbelversteifende Op- 
eration bei Wirbeltuberkulose). Zischr. f. Tuberk., 
1928, li, 106. 


On the basis of the results obtained in 100 cases of 
tuberculous spondylitis, Kirschner recommends Al- 
bee’s inlay operation for immobilization of the verte- 
brie as a method which will permit the patient to 
resume his occupation in a relatively short time even 
without the prolonged wearing of a supporting cor- 
set. Although in most of the cases reviewed the 
patient was obliged to leave the clinic after a brief 
stay and to resume his work after a few months, 
complete healing was obtained in about 50 per cent. 
By entirely conservative treatment, healing is ob- 
tained in only 13 or 14 per cent. 

The bone inlay should include three vertebra 
above and three below the diseased vertebra. After 
the operation the patient should be kept in bed for 
three weeks and, if possible, should wear a support- 
ing corset for a year. 

Kirschner emphasizes the economic importance 
of the operation but recommends it also for patients 
in good financial circumstances because it shortens 
the period of convalescence. SIEVERS (Z). 


Lenormant, C., and Wilmoth, P.: Total Resection 
of the Tibiotarsal Joint (La résection tibio- 
tarsienne totale). J. de chir., 1928, xxxii, 257. 


Ollier defined tibiotarsal resection as simultaneous 
removal of the lower ends of the tibia and fibula and 
of the astragalus. This operation has to a great ex- 
tent been given up and the terms “‘tibiotarsal resec- 
tion” and “‘astragalectomy ” are considered synony- 
mous. The authors review the history of the true 
tibiotarsal resection since the operation was first 
done by Moreau in 1792. They believe that tibio- 
tarsal resection has still very definite indications in 
infected fractures of the joint and in tuberculosis. 
In tuberculosis of the ankle it does not replace astrag- 
alectomy, but is indicated in cases in which the 
latter operation is insufficient, the tuberculosis being 
very extensive and involving the external and in- 
ternal malleoli and the roof of the joint. The typical 
total tibiotarsal resection gives good results only if 
the surrounding soft parts are not too much invaded. 
When the invasion of the soft parts is extensive, 
resection must be performed. There is also a group 
of cases between those in which astragalectomy is 
indicated and those in which amputation is neces- 
sary, in which total tibiotarsal resection is extremely 
useful. Two such cases are reported. The results 
were good in both. 


The first step of the operation consists in an ex- 
ternal incision for astragalectomy and removal of 
the astragalus. The second step is the removal of 
the malleoli. After the removal of the astragalus, 
the foot remains attached to the leg only by the soft 
parts. It is then displaced inward so that the malleoli 
project through the incision and can be sawed off. 
The wound is explored and any fringes are re- 
moved. 

It has been claimed that this operation results in 
flail-foot, but it does not if extreme care is taken in 
adjusting the bones of the leg to the tarsus. The 
bones should rest on the anterior part of the upper 
surface of the calcaneum in contact with the scaph 
oid. The two cases reported illustrate this point. 
In the first one, in which this adjustment was made, 
the functional result was perfect; in the second, the 
result was not so good because the bones of the leg 
rested farther back on the posterior part of the cal- 
caneum and there was a large empty space between 
them and the scaphoid. To maintain the desired 
position, a plaster cast should be applied. The cast 
should have an opening through which the wound 
can be watched. The bones may be fixed by a metal 
wire, but suture is not necessary. 

Aubrey G. Morcan, M.D. 


FRACTURES AND DISLOCATIONS 


2atterson, R. H.: The Internal Fixation of Frac- 
tures and Dislocations by the Use of the Human 
Fascial Suture. Ann. Surg., 1928, Ixxxviii, 879. 
Patterson states that he has used fascial sutures 
for internal fixation with excellent results in fourteen 
cases of bone and joint injuries. He reports five 
cases in detail. The conditions in these five cases 
were an ununited fracture of the right humerus, an 
unsatisfactorily reduced fracture of the tibia com- 
plicated by two fractures of the fibula, an unsatis- 
factorily reduced fracture of both bones of the fore- 
arm, a dislocation of the clavicle with separation of 
the acromioclavicular joint, and a fracture of the 
clavicle. Pau. C. Cotonna, M.D. 


Ravdin, I. S., and Morrison, M. E.: Ossification 
After Fracture: An Experimental Study. 
Arch. Surg., 1928, xvii, 813. 

Ravdin and Morrison studied the healing of frac 
tures of the radius in young normal dogs which had 
been given 20 c.cm. of cod liver oil daily, dogs whose 
serum calcium was raised by the administration of 
parathyroid extract (Collip), and dogs whose serum- 
calcium level was lowered by thyroparathyroidec- 
tomy. 

From their findings they conclude that no single 
factor is the cause of the majority of cases of non- 
union. In one instance, the non-union may be due 
to the interposition of soft parts; in another, to in 
sufficiency of the blood supply at the site of fracture 
due to injury or the location of the fracture; in 
another, to damage to the periosteum; and in an 
other to insufficiency of the inorganic constituents of 
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the blood. They believe that although a deficient 
inorganic phosphorus or calcium content may be the 
cause of abnormal or faulty ossification in the grow- 
ing bone and in certain bone dyscrasias, this factor 
is a rare one in clinical cases of non-union of fracture. 
Pau C. Cotonna, M.D. 


Putti, V.: Statistical Research on Joint Fractures. 
Complete Statistics on the Fractures Treated 
at the Rizzoli Institute in the Period from 1899 
to 1926 (Ricerche statistiche sulle fratture artico- 
lari. Statistica complessiva delle fratture curate 
dall’ Instituto Rizzoli, 1899-1926). Chir. d. organi 
di movimento, 1928, xii, 442. 

In the period from 1899 to 1926, 2,732 fractures 
were treated at the Rizzoli Institute, Bologna. 
Eleven hundred and fifty-two (42.19 per cent) in- 
volved joints. 

Six hundred and seventy-six (24.74 per cent) of 
the fractures involving joints occurred in the upper 
limb, and 476 (17.05 per cent) in the lower limb. 

Of the joint fractures in the upper limb, 162 (5.92 
per cent) involved the upper epiphysis of the hu- 
merus; 328 (6.80 per cent), the elbow; and 186 (6.80 
per cent), the wrist. Of the joint fractures in the 
lower limb, 242 (8.55 per cent) involved the neck of 
the femur; 44 (1.61 per cent), the knee; and 190 
(6.95 per cent), the malleoli. 

The 2,732 fractures were of the following types: 


Per Per 

cent cent 

of oO 
Site of fracture Cases total Site of fracture Cases total 
SR 6s 55.5% F 12 0.43 | re . 186 6.80 
Face , ‘ 12 0.43 Hand ee 3 86 3.14 
Clavicle : 85 3.11 Neck of femur..... 242 8.85 
Sternum and rib. 6 0.21 ere 317. 11.60 
Scapula......... If 0.40 eee ‘ 44 1.61 
Vertebre.......... 140 5§.12 Patella..... . 2 2.63 
Pelvis... . ze 39d: 2 Leg. . Q . 292 10.68 
Shoulder. ..... 162 5.04 Malleoli..... - 190 6.05 
Humerus...... . See (428 Foot... ; . 106 3.87 
Elbow .... woes, 3290 227.00 Multiple fractures. . 54 1.07 
er 230 «8.41 


KELLOGG SpreD, M.D. 


Zanoli, R.: Fractures of the Upper End of the 
Humerus (Iratture dell’epifisi superiore dell’ome- 
ro). Chir. d. organi di movimento, 1928, xii, 445. 

In the period from 1899 to 1926, 162 fractures of 
the upper end of the humerus were treated at the 
Rizzoli Institute, Bologna. Six (3.7 per cent) were 
fractures of the head of the humerus; 2 (1.2 per cent), 
fractures of the anatomical neck; 82 (50.6 per cent), 
uncomplicated fractures of the surgical neck; 15 
(9.2 per cent) fractures of the surgical neck with 
dislocation of the head; 5 (3 per cent), epiphyseal 
detachments; 3 (1.8 per cent), isolated fractures of 
the greater tuberosity; and 49 (30.2 per cent), frac- 
tures of the greater tuberosity with displacement of 
the shoulder. 

One hundred and sixteen (71.6 per cent) of the 
patients were males. The incidence of the fractures 
at different ages is shown in a table. Eighty-five and 
eight-tenths per cent of the fractures resulted from 


direct violence such as that sustained in a fall on 
the shoulder. A few were caused by a fall on the 
elbow or hand. 

X-ray examination showed that 2 of the 6 frac- 
tures of the head of the humerus were incomplete 
and 4 were comminuted. 

In both of the cases of fracture of the anatomical 
neck of the humerus, the fracture plane was oblique, 
and in 1 it was dentate. 

Of the 82 cases of fracture of the surgical neck, 
X-ray study was possible in only 71. In 29 cases the 
fracture was transverse and impacted, and in 7 it 
was oblique. In 26 cases of transverse fracture there 
was displacement. In 12, the displacement was 
lateral; in 10, longitudinal; and in 4, both lateral 
and longitudinal. In 8 cases there was an oblique 
fracture with displacement. In 1 case there was a Y 
fracture, and in 11 cases there was a displacement of 
the greater tuberosity in addition to the fracture of 
the neck. 

In the cases of fracture of the surgical neck with 
dislocation of the head of the humerus, the disloca- 
tion was primary and the fracture secondary. In 9, 
the dislocation was subglenoid, and in 6, subcoracoid. 
In 7 cases with subglenoid dislocation and in the 6 
cases of subcoracoid dislocation the fracture of the 
surgical neck was transverse. In 6 cases the greater 
tuberosity was pulled off. 

In 3 of the 5 cases of epiphyseal separation, there 
was displacement. 

Of the 3 isolated fractures of the greater tuber- 
osity, 2 were partial and 1 was complete. This lesion 
is usually found as a complication of fracture of the 
surgical neck of the humerus or dislocation of the 
shoulder. 

There were no open fractures. Twelve cases showed 
multiple fractures. Vascular and nerve lesions were 
rare. In 1 case there was paralysis of the radial 
nerve, and in 1 case paralysis of the brachial plexus 
associated with a vascular lesion. 

In 82.4 per cent of the cases, non-operative treat- 
ment was given. Plaster-of-Paris dressings were 
used for all recent fractures showing little displace- 
ment. ‘The arm was immobilized at once in half 
abduction, outward rotation, and a slightly forward 
position. In cases with displacement of fragments, 
the treatment was elastic traction or reduction under 
anesthesia with X-ray control. 

The period of immobilization ranged from twenty 
to thirty days. In 2 cases, open operation was done 
for vicious union when traction failed to modify the 
displacement. In 14 cases in which open operation 
was done, the treatment consisted principally of 
simple replacement of the fragments, but in 2 cases 
metal plates were used. In 4 cases of fracture of the 
surgical neck with displacement of the head of the 
humerus, the head was first reduced and the di- 
aphysis of the humerus then held in contact. In a 
case in which union in good position had occurred 
between the head and shaft, the head was reduced. In 
3 cases, the head was resected and the end of the di- 
aphysis placed in the glenoid. 
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Of 113 patients to whom an inquiry was sent, 72 
replied. Thirty-nine reported the result as very good; 
23, as good; 6, as fair; and 4, as poor. 

The results of non-operative and operative treat- 
ment were about equally good. 

KELLOGG SPEED, M.D. 


Camurati, M.: Fractures of the Elbow (Fratture del 
gomito). Chir. d. organi di movimento, 1928, xii, 452, 
Camurati reviews 328 fractures of the elbow which 
were treated at the Rizzoli Institute, Bologna, in the 
period from 1899 to 1926. He groups them as follows: 




















Percent 
Type of fracture Cases —< Recent Old 

number 
Supracondyloid..... ; 112 34.14 82 30 
Of external condyle... . 50 15.24 30 20 
Of internal condyle... . 37 11.28 20 8 
Of epicondyle........ ; 26 7.92 24 2 
Of epitrochlea.... . na 22 6.70 21 I 

Supracondyloid and inter 

condyloid. .... Pat 19 5-79 12 7 
Epiphyseal separations 7 2.13 7 ° 
Of head and neck of radius 19 5.79 II 8 
Of olecranon ; 22 6.70 19 3 
Of coronoid process 14 4.26 10 1 


Two hundred and eighteen of the patients were 
males. ‘The fractures were most frequent between 
the ages of five and ten years, and 172 of them were 
on the right side. One hundred and ninety-nine 
(60.67 per cent) were caused by indirect violence, 
and 57 (17.37 per cent) by direct violence. Of the 
112 supracondyloid fractures, 83 (74.10 -per cent) 
were caused by extension, and 29 (25.89 per cent) by 
flexion. 

The primary complications of fractures of the 
elbow are bursting of the skin, usually in the ante- 
cubital area; vascular lesions; nerve lesions; and dis- 
locations. 

Bursting of the skin occurred in 2 of the cases re- 
viewed. 

Nerve lesions are most frequent in supracondyloid 
fractures and are caused either directly by the 
trauma or indirectly by a bone fragment. Complete 
nerve severance is rare. In the only instance of such 
an injury in the cases reviewed the radial nerve was 
involved. Incomplete nerve lesions due to slight 
laceration or contusion are much more common than 
complete lesions. In the cases reviewed, a primary 
nerve lesion was found in 20 (6.09 per cent). In 14, 
the radial nerve was involved alone, and in 4, the 
median .nerve alone. In 2, both the radial and me- 
dian nerves were injured. Ten of the radial nerve 
lesions and the 2 lesions involving both the radial 
and the median nerve resulted from supracondyloid 
fractures caused by extension resulting in antero- 
external displacement of the diaphyseal fragment of 
the humerus. The 4 other lesions of the radial nerve 
followed fractures of the external condyle, and the 4 
lesions of the median nerve followed supracondyloid 
fractures caused by extension with antero-internal 
displacement of the humeral diaphysis. 
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Forty (12.19 per “ae of the fractures reviewed 
were complicated by dislocations. 

The secondary complications of fractures of the 
elbow are ulceration of the skin or soft parts, severe 
vascular lesions, nerve lesions, and ossification. 

In 2 of the cases reviewed, delayed ulnar palsy 
developed. One case was that of a man twenty-four 
years old in whom the symptoms of palsy were first 
noted nineteen years after a fracture of the capitel- 
lum humeri. 

Ossification occurred in 67 (20.42 per cent) of the 
cases reviewed. In 27, it followed a supracondyloid 
fracture, and in 26 of these the fracture was com- 
plicated by dislocation. 

In general, the treatment was based on the type 
and age of the fracture. In cases of recent fracture 
with no displacement of the fragments, a plaster-of- 
Paris splint was applied with the forearm acutely 
flexed and supinated for from five to eight days, and 
at the end of that time physiotherapy was given. 
Recent fractures with displacement of fragments 
were reduced under ether narcosis by manipulation 
with longitudinal traction, flexion, counter-exten- 
sion, and lateral traction under X-ray control. 

Fractures of the external and internal condyles 
and of the epicondyles with great displacement of 
the fragments in which manipulation failed to effect 
reduction were subjected to open operation with 
simple replacement and the use of a fibroperiosteal 
or wire suture. All fractures of the olecranon with 
separation of fragments were operated upon. 

After operation or manual reduction, a posterior 
moulded plaster splint was applied with the forearm 
in flexion except in cases of fracture of the olecranon. 
‘The period of immobilization ranged from eight to 
fifteen days. 

The majority of old fractures were treated by 
physiotherapy. Open operation was reserved for 
cases in which a deforming callus interfered with the 
function of the elbow. When bony ankylosis was 
present, arthroplasty was done with the use of free 
transplants of fascia. Primary nerve lesions were 
treated by electrotherapy, with restoration of func- 
tion in all cases. In cases of secondary nerve lesions 
neurolysis was followed by improvement. 

Two hundred and sixty patients were traced for at 
least six months after the treatment. Very good re- 
sults were obtained in 159 cases (61.15 per cent) in 
135 following closed reduction and in 24 following 
operation. Good results were obtained in 69 cases 
(26.53 per cent) -43 with closed reduction and 25 
with operation. A fair result was obtained in 18 
cases (6.92 per cent) -1 with treatment, 8 treated 
by closed reduction, and 9 treated by operation. The 
result was poor in 4 cases (1.53 per cent), 3 of which 
were operated upon and 1 of which was not treated 

KELLOGG SPEED, M.D. 


Soldi, A.: Fractures of the Wrist (Iratture del 
polso). Chir. d. organi di movimento, 1928, xii, 406. 

Soldi reviews 186 fractures of the wrist which were 

treated at the Rizzoli Institute, Bologna. These 








‘ constituted 6.8 per cent of all fractures. Sixty-two 
and nine-tenths per cent of the patients were males. 
The fractures were most common between the elev- 
enth and fifteenth and the forty-sixth and fiftieth 
years of age. 

The fractures for which roentgenograms are avail- 
able were of the following types: fractures of the 
lower end of the radius, 111 (juxta-articular, 77; 
articular, 34); fractures of the lower end of the ulna, 6 
(isolated, 5; associated with fracture of carpal bones, 
1); epiphyseal separations of the radius and ulna, 8; 
fractures of the lower end of the radius and ulna, 4; 
fractures of the proximal row of carpal bones, 4 (of 
semilunar bone alone, 2; of scaphoid alone, 1; of 
semilunar and other carpal bones, 1); combined 
fractures of the carpus and the lower end of the 
radius and ulna, 2 (scaphoid, distal epiphysis of the 
radius, 1; radius, ulna, scaphoid, and capitate, 1). 

One hundred and fifty-two of the fractures of the 
wrist resulted from indirect violence, usually a fall, 
and g were caused by direct violence (2 cases of back- 
fire injuries). 

Nerve complications were rare. In the case of a 
five-year-old boy who fell about 12 ft. and sustained 
an epiphyseal separation of the right radius and ulna 
with fracture of the ulnar styloid, the median and 
ulnar nerves were lacerated. 

The treatment was as follows: 

1. Fractures seen at once or within a few days 
after the accident. Reduction under ether anies- 
thesia; immobilization for from ten to eighteen days 
in a circular plaster cast extending from the elbow to 
the ends of the metacarpal bones; physiotherapy. 

2. Fractures treated in other hospitals or at the 
patient’s home. Physiotherapy. 

3. Fractures treated surgically. In this group 
there were 11 cases, including 7 old cases with de- 
formity. Osteotomy of the radius was done in 4 and 
simple removal of excess callus in 3. In a case of 
fracture of the semilunar bone with pain persisting 
for ten months, the bone was removed. 

In the 95 cases (53.67 per cent of the total number) 
which were followed up, the result was very good in 
26 (27.36 per cent), good in 37 (38.94 per cent), fair 
in 28 (29.47 per cent), and poor in 3 (3.15 per cent). 
The 1 patient with a fracture of the semilunar bone 
who was operated upon had a good result. Two 
others refused operation. 

The author’s conclusions may be summarized as 
follows: 

1. Most fractures of the wrist are of the juxta- 
articular (Pouteau-Colles) type. (In the cases re- 
viewed, the incidence of such fractures was 40.86 per 
cent). 

2. The incidence of joint fractures in the cases re- 
viewed was 27.68 per cent. 

3. The principal cause of fractures of the wrist is 
indirect violence. 

4. For recent fractures of the wrist, manipulative 
reduction is the treatment of choice. Operation 
should be reserved for old fractures with mal- 
position. 
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5. Fractures of the scaphoid semilunar are best 
treated by operative removal of the fractured bone. 
KELLOGG SPEED, M.D. 


Dessaint, J.: A Case of Avulsion of the Spinous 
Process of a Cervical Vertebra (Un cas d’arrache- 
ment d’une apophyse épineuse d’ une vertébre cer- 
vicale). Rev. d’orthop., 1928, xv, 414. 

The case reported was that of a truck driver fifty- 
one years of age who was thrown from his seat on 
the truck to the ground, striking his occiput with 
his chin flexed. When the patient entered the hos- 
pital immediately after the accident, he complained 
of pain in the occiput and was unable to move his 
head forward more than 20 degrees without pain. 
Iixtension also was painful but was a little less 
limited. Rotation and lateral inclination of the 
head were not associated with pain. Pressure caused 
pain over the spinous processes of the fourth and 
fifth cervical vertebra, and a roentgenogram showed 
that the spinous process of the fourth cervical verte- 
bra had been broken off. The detached fragment 
had descended about 1 cm. and touched the upper 
border of the fifth spinous process. ‘The roentgeno 
gram showed also a general opacity of the lym- 
phatic glands of the neck on both sides due to 
tuberculous adenitis which the patient had had at 
the age of twenty-one years. 

The functional disturbances due to the lesion 
of the spinous process were too few to necessitate 
active treatment. Auprey G. Morcan, M.D. 


Mutel and Defoug: Irreducibility Due to the Inter- 
position of Soft Parts in Congenital Dislo- 
cation of the Hip (L’incoercibilité par interposi- 
tion de la luxation congénitale de la hanche). Rev. 
d’orthop., 1928, Xxxv, 385. 

Irreducibility of the dislocated hip may be due to 
absence of the roof of the acetabulum, antetorsion 
of the neck of the femur, or the interposition of 
soft parts. The first two conditions can be shown 
by roentgen examination. In cases with interposi 
tion of soft parts, a cushion between the bone and 
joint is noted on attempts at reduction. ‘The treat- 
ment is removal of the interposed tissue. The article 
contains a diagram showing the different incisions 
used for excision of the retracted part of the cap- 
sule, the tissue which is generally interposed. 

In the authors’ opinion, the best incision is one 
that is made between the pectineus and the adduc- 
tors. As this incision is at a distance from the 
perineum, it does not become contaminated by the 
faeces. Moreover, in the space incised, there are only 
superficial branches of the obturator nerve, and 
while this space is at a distance from the head of the 
femur when the hip is extended it is very near to it 
in the position of forced abduction used for reduction 
of the hip and its axis corresponds to the axis of the 
capsule. Therefore, with the thigh in the position 
for reduction of the hip, the authors make an incision 
beginning at the inguinal fold, running parallel with 
the axis of the limb midway between the femoral 
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artery and the tendon of the adductors. At the 
bottom of the space between the pectineus and ad- 
ductors the tendon of the psoas can be seen. This is 
pushed aside and the retracted part of the capsule 
exposed and excised. Auprey G. Morcan, M.D. 


Hass, J.: The Lorenz Forking Procedure and Its 
Field of Application (Die Lorenzsche Gabelung 
und ihre Anwendungsgebiete). Lrgebn. d. Chir. u. 
Ortho p., 1928, XXi, 457- 

In order to obtain firm bony union of the two frac- 
ture fragments, an oblique-frontal osteotomy from 
behind forward and upward is now done instead of 
the formerly used transverse or sagittal osteotomy 
of Hass. The osteotomy must not be too steep, and 
should always be done at the level of the-acetabular 
region. ‘The middle point of the plane in which the 
osteotomy is done should be on a level with the 
center of the acetabulum. The abduction should be 
at an angle of from 30 to 40 degrees. Sometimes 
tenotomy of the adductors is necessary. The plaster 
cast is applied in the position of medium abduction, 
slight extension, and slight inward rotation with the 
knee in slight flexion. After four weeks, lateral 
hinge-joints are built in at the knee in order to allow 
movement of these joints. After six weeks, the pa- 
tient is allowed to get up and to walk with crutches. 
Only after three months is the cast removed. A few 
days after the operation the position of the shaft of 
the femur should be determined by roentgenograms 
in order that it may be improved if necessary. 

This operation is indicated chiefly for congenital 
luxations of the lateral or posterior type which are 
marked and loose and cause pain, but should be done 
only after all attempts at ameliorating the symp- 
toms by conservative measures have failed. In path- 
ological luxations of the hip it is often the only pro- 
cedure by which the condition may be improved. It 
may be considered also for paralytic and traumatic 
dislocations which have become irreducible, and is of 
great value in cases of pseudarthrosis of the neck of 
the femur, especially the relaxed type. It is recom- 
mended also for dislocating coxa vara and arthritis 
deformans. In tuberculous coxitis in the acute stage 
it should be performed only when good results and 
absolute harmlessness-are assured. 

After citing a series of favorable operative results 
reported by others, the author reviews those ob- 
tained in 76 of ros of his own cases in which a follow- 
up examination was made. In 53 per cent the result 
was good; in 28 per cent, satisfactory; and in 19 
per cent, unsatisfactory. The best results were ob- 
tained in unilateral congenital dislocations of the 
hip. In cases of bilateral and pathological luxations 
a good result was obtained in only 40 and 43 per 
cent respectively, and in pseudarthrosis of the fem- 
oral neck, in only 27 per cent. The remaining 
cases were too few to allow any definite conclusions 
regarding them. Failures were due to improper po- 
sition of the fragments, especially slipping of the 
distal fragment anteriorly over the pubic bone, 
which frequently causes long-continued pain; the 


slipping of the proximal fragment, which negatives 
every operative result; too great abduction; and 
limitation of mobility. Such results are caused by 
errors in the technique of the operation. 

ERLACHER (Z), 


Dusi, E.: Fractures of the Neck of the Femur 
(Fratture del collo del femore). Chir. d. organi di 
movimento, 1928, xii, 473. 

In the period from 1899 to October 1, 1926, 242 
fractures of the neck of the femur were treated at the 
Rizzoli Institute, Bologna. These constituted 19.16 
per cent of all fractures of the lower limb and 64.4 
per cent of all fractures of the femur. 

One hundred and thirty-six (56.29 per cent) of the 
patients were males. Senile osteoporosis, advanced 
age, and falls of the aged are given as causes, but the 
fractures occurred also in young persons. 

According to Delbet’s classification, 30 per cent 
of the fractures were subcapital; 35.5 per cent, 
transcervical; 21 per cent, cervicotrochanteric; and 
13.5 per cent, intertrochanteric. 

Of 96 recent fractures, 45 were in the true neck of 
the femur and 51 were cervicotrochanteric. Fifteen 
cervical and 5 cervicotrochanteric fractures occurred 
in persons under forty years of age. 

Ninety-six cases were treated by non-operative 
measures and 40 by operation. 

In the non-operative treatment, the patient was 
kept in bed for a few days with the application of 
weight and extension to hold the leg in abduction of 
about 20 or 30 degrees and with transverse traction 
to bring about internal rotation. Counter-extension 
was applied by means of a foot-piece against the 
sound foot and a cotton roller about the root of the 
sound thigh which, was fastened to the head of the 
bed. In addition, the foot of the bed was raised. 

When the roentgenogram showed proper reduc- 
tion, a plaster-of-Paris cast including the whole 
pelvis was applied with the leg in slight abduction 
and internal rotation. When there was great separa- 
tion of the fragments, traction was applied on a frac- 
ture bed following the induction of anasthesia. 
Three or four days after this immobilization the pa- 
tient was made to get up and move about on crutches 
daily, the exercise being gradually increased. By 
this method the time in bed was shortened, pulmon- 
ary complications were avoided, and better osteo- 
genesis and consolidation were obtained. 

The ambulatory immobilization was continued for 
from six to eight months with roentgenographic con- 
trol of the amount of callus formed. After six 
months, if all went well, the plaster dressing was 
bivalved or replaced by a bivalved dressing so that 
physiotherapy could be given. 

The operative procedures included the use of a 
beef-bone peg or a metal screw. In cases of rather 
recent fracture in which coaptation of the fragments 
could be secured by simple external pressure on the 
limb or the roentgenogram showed only slight sepa- 
ration of the fragments or, on account of the pa- 
tient’s age or some other factor, a prolonged opera- 
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tion was to be avoided, the pegging was done with- 
out arthrotomy on the hip. Local anawsthesia was 
induced in an area around the greater trochanter of 
the femur about 8 cm. wide and the bone peg was 
introduced by guides into the head of the femur. 
The whole limb and the pelvis were then encased in 
plaster of Paris while the patient lay on the fracture 
table with the leg abducted and rotated inward. 

In 8 of the 12 cases in which a metal screw was 
used, an arthrotomy on the hip was done because of 
the wide displacement of the fragments, the age of 
the fracture, and the vicious position of the leg. 

To perform arthrotomy, a lateral antero-external 
incision was made in the hip through the sartorius 
and fascia lata. The fracture site was then sought, 
all interposed tissue was removed, and the fracture 
was reduced by traction, rotation, and abduction. 
‘The screw was introduced to the head of the femur 
through a second incision over the greater tro- 
chanter, and the whole limb then enclosed in plaster. 

In 4 cases an autogenous bone peg from the tibia 
was used. In 3 of these, in which the fracture was 
old, arthrotomy on the hip was done. 

Osteotomy was reserved for cases of old fracture 
with great displacement of the fragments or with 
bending of the femoral neck. According to the re- 
quirements of the particular case, the osteotomy was 
linear, oblique, subtrochanteric, or intertrochanteric. 
In a few instances an effort was made to pull the neck 
fragment down to the level of the head fragment by 
skeletal traction applied through the os calcis. 

In a few cases in which the roentgenogram showed 
considerable absorption of calcium salts with ab- 
sorption of the neck, a reconstruction operation was 
performed. 

The results were considered excellent when there 
was no pain and little or no shortening, the joint had 
a full range of movement, and the patient was able 
to return to his former occupation. They were con- 
sidered good when there was only slight lameness 
with slight restriction of hip movement and the pa- 
tient’s activities were almost normal. They were 
considered fair when the use of a cane was necessary 
and the patient’s ability to work was reduced. They 
were considered poor when the patient was lame and 
unable to do heavy work, the movement in the hip 
joint was greatly reduced or entirely abolished, and 
the joint was painful. The results of non-operative 
and operative treatment were as follows: 


TABLE I.—-RESULTS IN 96 CASES FOLLOWING NON- 
OPERATIVE TREATMENT 





Result 
Nature of fracture} No. | ~~ y YS” Excel-i — 
Poor | Fair | Good lent | Death 
‘Transcervical: 
ee 20 3 | 6 6 4 2 
23 7 9 4 I I 
Cervicotro- 
chanteric: 
ere 42 I 5 9 27 ° 
Pbebh snecaeaw iL 3 2 4 I I 











TABLE II.---RESULTS IN 40 CASES FOLLOWING 
OPERATIVE TREATMENT 








Nature of Nc Result = 
operation _— Nene ~ | Excel-| 
Poor | Fair | Good | lent | Death 
Bone peg......... 16 4 4 6 2 ° 
PR Peer 12 2 5 2 3 ° 
Autoplastic bone 
Rr Sree 3 I 2 ° I o 

Reconstruction. ... 2 ° 2 °o ° ° 
Osteotomy..... : 6 2 I 3 ° ° 








The author concludes that in the cases of aged pa- 
tients and when proper care is not delayed too long, 
excellent results can be obtained by non-operative 
treatment. In bone pegging without arthrotomy on 
the hip the operative trauma is minimal, but as it is 
not always possible to determine the position of the 
fragments exactly by X-ray control, the bone peg 
may be directed incorrectly so that it fails in its pur- 
pose. 

The value of the autoplastic bone peg in stim- 
ulating osteogenesis is doubtful. 

KELLOGG SpeED, M.D. 


Zanoli, R.: Fractures Involving the Knee (Iratture 
del ginocchio). Chir. d. organi di movimento, 1928, 
xli, 482. 

Zanoli reviews forty-four fractures of the knee. 
Thirteen (29.54 per cent) were fractures of the lower 
end of the femur and thirty-one (70.45 per cent) 
were fractures of the upper end of the tibia. Of the 
former, five were bicondylar, four involved one 
condyle, two were epicondylar, and two were troch- 
lear. Of the latter, six were bicondylar, five were 
intercondylar, fifteen involved one condyle (nine 
the external condyle), two involved the spines, one 
involved the anterior tuberosity, and two involved 
the metaphysis. 

Four of the five bicondylar fractures resulted 
from indirect violence due to a fall on the flexed 
knee, the force acting by pressure and increased 
flexion of the leg. One was the result of torsion. ‘The 
monocondylar fractures were caused by falls on the 
flexed knee, falls from a height, direct violence on 
the condyle, and torsion. 

The fractures may be of the “T” or “Y” form 
with fragment separation or simply narrow fissures. 
In fractures of one condyle the crucial ligaments 
usually hold the fragment close in or may aid in its 
rotation. Gross deformities are shown either by a 
varus or a valgus position of the knee, depending 
upon which condyle is fractured. 

In the so-called paracellular fractures of the troch- 
lea a small fragment of the medial surface of the 
femoral trochlea is broken off. The author reports 
two cases in detail. When the leg is flexed, the 
patella may slip into the defect thus formed and 
when this occurs there is pain with limitation of 
flexion of the leg and joint effusion. The bony frag- 
ment may remain loose in the joint or become at- 
tached. In some cases it may cause joint locking by 
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entering the intercondyloid space or penetrating be- 
neath the patella. Cases seen early may be treated 
by prolonged immobilization, but in late cases ar- 
throtomy on the knee for removal of the fragment 
is necessary. 

The author reports a fracture of the median epi- 
condyle of the femur due to a fall of about 3 ft. while 
the knee was in a marked valgus position, and 
another due to twisting of the leg. When the roent- 
genogram made immediately after the injury shows 
the edge of the small fragment to be dentate, there 
can be little doubt of the occurrence of fracture. As 
a rule the treatment indicated is simply physio- 
therapy, but in a few cases open operation may be 
required for suturing of the tendon insertion into the 


adductor tubercle or for the repair of lacerated 


lateral ligaments of the knee. 

Fractures of the tuberosities of the tibia are most 
common in young adult males and most frequently 
involve the external tuberosity. They are not truly 
knee-joint fractures, but they enter and involve the 
knee. Indirect violence such as a fall on the foot with 
compression of the head of the tibia is the most fre- 
quent cause. The position of the leg at the time of 
the trauma, whether valgus or varus, determines 
which tuberosity will be injured. The author be- 
lieves that most fractures of the external tuberos- 
ity are vertical, while those of the internal tuber- 
osity are oblique. In fractures of the internal 
tuberosity the tibial spine is frequently involved. 

In fractures of both tuberosities, compression is 
evidenced by penetration of the proximal fragments 
into the shaft of the tibia. The displacement of 
fragments is not great and is often angular. It is in- 
creased when the head of the fibula is broken. 

In discussing fractures of the tubercle of the tibia, 
the author reports the case of a man sixty years of 
age. In this instance the loose fragment could be 
felt and there was pain on joint motion, especially 
on extension. Bilateral fractures of the tubercle of 
the tibia occur more frequently in males than in fe- 
males. Up to the age of twenty-five years the ma- 
jority are epiphyseal separations. ‘The mechanism is 
a sudden forceful contraction of the quadriceps or 
forced flexion of the leg. The principal symptoms 
are pain localized over the tubercle and abnormal 
mobility of a bony fragment at the insertion of the 
patellar tendon into the tibia. There may be also a 
joint effusion. The degree of interference with ex- 
tension of the leg depends upon whether the frac- 
ture is complete or partial. ‘The condition must not 
be confused with Osgood-Schlatter disease of this 
epiphysis. In the case reported by the author, sim- 
ple aspiration of the swelling relieved the pain which 
had lasted a year. 

Two cases of fracture of the spine of the tibia are 
cited. The whole interglenoid spine or only the me- 
dian or lateral spine may be disrupted. In some in- 
stances the fracture is combined with fracture of 
the tuberosities of the tibia. The mechanism is 
probably a sudden extreme rotation of the leg on 
the thigh exceeding normal limits which causes a 


tearing out of the spine by the powerful crucial liga- 
ments. This theory is supported by the fact that 
most isolated fractures of the tibial spines involve 
the median spine into which the anterior crucial 
ligament is inserted. The treatment usually indi- 
cated is immobilization followed by physiotherapy, 
but if the symptoms persist, surgical exposure of the 
knee joint may be necessary. 
KELLOGG SpeEeD, M.D. 


Faldini, G.: Fractures of the Malleoli (lratture 
malleolari). Chir. d. organi di movimento, 1928, xii, 
501. 


In the period from 1896 to 1926, 190 fractures of 
the malleoli were treated at the Rizzoli Institute, 
Bologna. These constituted 6.95 per cent of all 
fractures and 16 per cent of all fractures of the leg. 
The greater number of the patients were between 
twenty and thirty years of age, and 66.8 per cent 
were males. 

The cause of the fracture was direct violence in 
36.56 per cent of the cases; a fall from a height in 
23.8 per cent; adduction and supination in 23.13 per 
cent; abduction and pronation in 14.8 per cent; and 
torsion in 1.4 per cent. . 

Of the 113 fractures which were studied with the 
X-ray, 31 (27.4 per cent) involved 1 malleolus—13 
(11.5 per cent) the tibial malleolus, and 18 (15.19 per 
cent) the fibular malleolus; 43 (37.9 per cent) were 
bimalleolar fractures —-22 (19.4 per cent without, and 
21 (18.5 per cent) with, displacement of fragments; 
34 were Dupuytren’s fractures—-15 (13.2 per cent 
without, and 19 (16.7 per cent) with displacement of 
fragments; and 5 (4.07 per cent) were supramalleolar 
fractures. 

Many of these fractures were complicated by le- 
sions of the soft parts, and some of them were open 
fractures. Other frequent complications were frac- 
tures of the tarsus and leg. 

The 82 recent fractures were treated by non- 
operative measures. In 69 cases manual reduction 
was effected under ether anasthesia with X-ray con- 
trol either before or immediately after the applica- 
tion of a plaster-of-Paris dressing. ‘The plaster 
dressing extended from the lower third of the thigh 
and encircled the leg which was flexed at about 30 
degrees and all of the foot. ‘The position of the foot 
during immobilization was generally strong supina- 
tion, which in most cases controlled the displace- 
ment of the fragments. ‘The immobilization was 
continued for from twenty-five to forty days, the pa- 
tient then being allowed to walk but not to bear 
weight. Seventeen cases with involvement of only 
one malleolus and no separation of the fragments 
were cured by ambulatory treatment. Seven cases 
required prolonged confinement to bed and _ skin 
traction on the leg. In 5 cases, a light celluloid 
splint was applied after removal of the plaster. and 
in 1 case skeletal traction was applied through the os 
calcis. 

The results were excellent in 27 cases, good in 25, 
fair in 4, and poor in 1. 
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The author concludes that for recent fractures of 
the malleoli, reduction and immobilization by non- 
operative methods is the treatment of choice. 

One hundred and eight fractures of the malleoli 
were old. Of 102 cases reviewed, the principal com- 
plaint was pes valgus in 46 (43.1 per cent), rigidity 
and pain in 38 (37.2 per cent), pes varus in 9 (8.8 per 
cent), pes equinus in 7 (6.9 per cent), and fistula in 2 
(1.9 per cent). 

The treatment in the cases of old fracture was 


open operation in 25 cases, the application of a 
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plaster dressing in 14, and physiotherapy in 61. In 
8 cases no treatment was given. 

The results were excellent in 9 cases, good in 32, 
fair in 30, and poor in 9. 

Physiotherapy was employed only in cases with 
good position of the fragments or only slight altera- 
tion of the joint surface. The application of air 
heated to from 110 to 120 degrees F. was followed 
by massage and functional re-education. In a small 
percentage of the cases a metal arch support was 


used. KELLOGG SpreeD, M.D. 
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BLOOD VESSELS 


Lemann, I. V.: Coronary Occlusion in Buerger’s 
Disease (Thrombo-Angiitis Obliterans). Am. 
J.M.Sc., 1928, clxxvi, 897. 

Lemann deplores the paucity of autopsy reports 
in the literature on Buerger’s disease and urges that 
all autopsy findings in this condition be recorded, 
even when the death did not occur until a number of 
years after the amputation of the affected limb. He 
believes that the underlying causative agent of 
thrombo-angiitis obliterans may _ predispose the 
vessels of the other parts of the body to other forms 
of disease, particularly arteriosclerosis. In three of 
five autopsies on cases of thrombo-angiitis, Lemann 
noted an affection of the coronary arteries. Because 
of the possible relationship of thrombo-angiitis 
obliterans to arteriosclerosis and the predisposition 
of victims of Buerger’s disease to involvement of 
centrally located vessels, he believes that further 
studies of these centrally located arteries is of the 
greatest importance. emit C. Ropitrsuek, M.D. 


Brooks, B., Blalock, A., and Johnson, G. S.: Liga- 
tion of the Terminal Abdominal Aorta: An 
Experimental Study. Arch. Surg., 1928, xvii, 794. 

After occlusion of the abdominal aorta the cardiac 
output is decreased and there is little, if any, change 
in the blood pressure in the artery proximal to the 
occlusion. Immediately after the occlusion, there is 
a transfer of the blood volume from the distal to the 
proximal aspect of the obstruction. 

The fact that the blood pressure in the base of the 
aorta is so little altered by the relatively great 
changes in the condition of the peripheral circula- 
tion which must follow the occlusion of so large a 
vessel as the abdominal aorta is evidence of the 
importance of the vagopressor reflex which oper- 
ates to keep the arterial blood pressure constant in 
the presence of alterations in the venous pressure 
and the output of the heart. 

Howarp A. McKnicut, M.D. 


Cotton-Cornwall, V., and Ponder, C. W.: Exten- 
sive Pulmonary Embolism Following Fracture. 
Brit. M.J., 1928, ii, 789. 

The case reported was that of a woman who en- 
tered the hospital with a fracture of the left tibia 
and fibula. The leg was fixed in plaster-of-Paris. 
Following the patient’s discharge from the hospital 
two weeks later the limb was massaged by a district 


nurse who was not a trained nurse. When the leg 
was examined by one of the authors six weeks after 
the accident, union appeared perfect and there was 
no shortening of the leg. The ankle and leg showed 
moderate oedema, but there was no varicosity of the 
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superficial veins. The ankle and knee, which were 
stiff, were forcibly moved through a few degrees, 
the nurse was instructed how to massage and move 
the leg, and the patient was given permission to 
walk on crutches. She stated that she felt ill, but 
no cause for illness could be discovered and she did 
not appear to be ill. A sedative alkaline mixture 
was given, and it was reported that the sickness 
ceased the same day. 

At midday two days later the patient requested 
to be helped out of bed, but almost immediately 
afterward she wanted to return and had hardly 
been helped back when she gave a slight groan, 
rolled onto her right side, and then rolled onto her 
back and expired. 

At autopsy, the neck appeared unduly movable, 
but the cervical vertebra were normal. No fracture 
of the cranial bones could be found. ‘The brain and 
abdominal viscera were also normal. The dia- 
phragm was contracted. The lungs appeared nor- 
mal, but did not fill the thorax. The heart was 
contracted and appeared normal. 

The heart and lungs were removed and dis- 
sected out. When the right ventricle and pulmonary 
artery were opened a long clot about the size of the 
lumen of the internal iliac vein was found. This 
had evidently become folded so that two ends were 
passing into the right branch and two into the left 
branch of the pulmonary artery, obstructing the 
flow of blood to the lungs and causing sudden death. 
The clot could not*be extracted by traction. There 
was also a free end pointing to the pulmonary valve. 
When the clot originaliy reached the heart it must 
have been several inches long. 

Noteworthy features of this case were: 

1. The lack of proper massage and movement, 
which favored stasis of the blood. 

2. The absence of evidence of thrombophlebitis 
before the embolism occurred. 

3. The length of time the patient lived pre- 
sumably with the large foreign body moving about 
in the heart, the only symptom being a vague 
illness. 

4. The remarkable size of the clot. 

Joun J. Matonry. M.D. 


Petitpierre, M.: Embolectomy on Arteries of the 
Extremities. Collective Review and Report of 


Twelve New Cases (Ueber Embolektomie der 
I}xtremitaetenarterien: Kine Zuzammenstellung 


und ein Beitrag von 12 Faellen). 


Deutsche Ztschr.f. 
Chir., 1928, ccxx, 184. 


A brief account of the history of embolectomy is 
followed by a statistical review of 118 cases of this 
operation from the literature and a detailed report 
of 12 cases from the Swiss records. 
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The site of primary thrombosis is to be sought in 
either the arterial or the venous system (paradoxical 
embolism). The basic disease is usually acute or 
chronic endocarditis, arteriosclerosis, syphilis, or 
myocarditis. Operations as causes come second; 
infectious diseases, third. Other causes are parturi- 
tion and abortion. 

The embolus may become anchored at the bi- 
furcation of an artery or impacted in its lumen. At 
the site of the embolus there is frequently a local 
spasm of the vessel probably due to traumatic irri- 
tation of the nerves of the adventitia and the peri- 
arterial plexus from distention of the vessel wall. 
The sudden pain may be similarly explained. 

Embolus of an artery of an extremity is but one of 
a series of emboli. A secondary thrombosis develops 
at a point peripheral or central to the embolus. 
Conditions are not favorable for the formation of a 
collateral circulation. 

The statistics show that embolism is more common 
in women than in men, and in persons beyond 
middle age than in young persons. ‘The sudden very 
severe pain is characteristic. Sooner or later cir- 
culatory disturbances are manifested by such signs 
as paresthesias, formication, and a furry sensation. 
Sensibility and motility decrease. The extremity 
becomes pale in some areas and cyanotic or marbled 
with blue in others. General symptoms, such as 
dyspnoea, cyanosis, and a feeling of anxiety, are not 
infrequently mentioned. 

In the differential diagnosis, acute transverse 
myelitis and hematomyelia, threatened gangrene on 
an arteriosclerotic or diabetic basis, gangrene from 
frostbite, and, above all, thrombo-angiitis obliterans 
must be considered. Raynaud’s disease and inter- 
mittent claudication have a slower course. 

In the localization of the embolism, which is 
difficult, the behavior of the pulse and the extent 
of the circulatory disturbances are of importance. 
Palpation and sensitiveness to pressure are of aid 
only when the artery lies near the surface. The 
primary pain of the embolism suggests the location 
of the embolus only when it is characteristic. 
Emboli are found most frequently where the sub- 
scapular artery branches off from the axillary artery, 
at the bifurcation of the brachial artery, at the 
bifurcation of the aorta, at the point where the 
profunda branches off from the common iliac, and 
in the poplitea. When the lumen of the aorta is 
completely occluded, the symptoms are bilateral. 
When the embolus is situated deeper, the limits of 
the circulatory disturbances change accordingly. 

The only treatment is embolectomy. If possible, 
this should be done under local or spinal anesthesia. 
The removal of the embolus may be effected by the 
direct or the retrograde route. If, in the latter 


method, it is impossible to mobilize the embolus by 
stroking with the finger, it may be removed with 
Merke’s embolus extractor, a corkscrew-like instru- 
ment with a blunt tip. 

The outcome of the condition depends chiefly on 
the basic disease. It is influenced also considerably 


by the extent of the secondary thrombosis, and this 
in turn depends upon the time that elapses between 
the occurrence of the embolism and the operation. 
The importance of early operation is therefore 
apparent. When the patient comes to operation 
within the first ten hours, the prognosis is excellent. 
It has been shown that the results of embolectomy 
are best in cases of emboli of the upper extremities, 
less favorable in those of emboli of the lower 
extremities, and poorest in those of emboli of the 
aorta and the iliac arteries. According to the 
author’s collected statistics, clinical cure results in 
47 per cent. 

Summing up, the author comes to the conclusion 
that in spite of the severity of the basic disease and 
the difficulties in the localization of the embolus and 
the operative technique, embolectomy frequently 
promises success in early cases and is worthy of 
wider recognition. HAECKER (Z). 


BLOOD; TRANSFUSION 


Heusser, H.: Postoperative Changes in the Blood 
and Their Importance in the Development of 
Thrombosis (Postoperative Blutveraenderungen 
und ihre Bedeutung fuer die Entstehung der Throm- 
bose). Deutsche Ztschr. f. Chir., 1928, ccx, 132. 


The author attempts to show that of the three 
chief causes of postoperative and spontaneous 
thrombosis—slowing of the blood stream, a change 
in the vessel wall, and alteration in the blood itself 
—the last is the most important and determines the 
two others. Following a review of the literature on 
postoperative blood changes, he reports the results 
of his own investigations. 

Heusser demonstrated that in the first days after 
operation there is a hypoproteinemia with a relative 
increase in globulin and an increase in the viscosity 
quotient. He found also that the fibrinogen content 
increases during the first postoperative days and 
then slowly falls, and that the lability of the plasma 
and the sedimentation rate of the erythrocytes are 
increased. The postoperative blood changes increase 
the agglutinative power of the blood platelets and 
the precipitation of fibrin and thereby the tendency 
toward coagulation. This was demonstrated in 
tests with pig serum, in which precipitation was 
found to run parallel with the increased rate of 
sedimentation of the erythrocytes. 

The statistics of the University Surgical Clinic at 
Basel show that 50 per cent of all thromboses occur 
in cases of inflammatory diseases and tumors, con- 
ditions which lead to pronounced alterations in the 
blood (increased sedimentation rate of the eryth- 
rocytes, etc.). 

In marantic thrombosis, slowing of the circulation 
of the blood plays the chief réle, whereas in purely 
inflammatory thrombosis at the site of the in- 
flammation the most important factor is the change 
in the walls of the blood vessels, and in_post- 
operative thrombosis it is the change in the character 
of the blood. 
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No distinction is made between thrombosis and 
coagulation. In thrombus formation the author sees 
only a particular kind of intravascular coagulation 
in which there is usually a transformation of the 
fluid plasma into the state of gel followed by the 
adhesion of blood platelets to the vessel wall and 
later a visible precipitation of fibrin. The frequency 
of thrombus formation in infectious processes at a 
distance from the focus of inflammation is due to 
the general readiness of the entire blood plasma to 
undergo thrombosis. It is possible that these changes 
in the blood take place also as a consequence of 
advancing age, which would explain the increase in 
the chances of thrombosis with increased years, in 
which “the blood also grows old”? (Carret). 

Buppe (Z). 


Held, I. W., and Goldbloom, A. A.: Fundamental 
Principles Governing the Clinical Interpreta- 
tion of Hematological Diseases. Med. Clin. N. 
Am., 1928, xii, 713. 

The authors have covered the entire field of 
hematological diseases mainly from the clinical 
standpoint, though the basic conceptions are con- 
sidered more or less exhaustively. They state that 
the term ‘‘blood disease’’ is not altogether satis- 
factory as it does not designate the organ or organs 
at fault. Morphological changes in the blood may 
be purely functional and unassociated with any 
changes in the hematopoietic system, differing thus 
from the changes occurring in organic conditions in 
which the blood-forming organs return to their 
embryonic functions. ‘The elements of ‘the blood 
may vary normally, though the white cells are more 
susceptible to changes than the red cells. There 
appears to be a normal variation of the white cells 
during the day, after meals, during pregnancy, and 
during labor. ‘There are numerous factors which may 
account for these variations, but it is certain that 
overproduction in the bone marrow is not a cause. 

As applied to conditions affecting the erythro- 
poietic system, the term ‘‘regeneration’’ is a mis- 
nomer. The process is not one of repair but rather 
a disease mechanism producing unripe short-lived 
cells. 

The authors classify the anamias into nine groups 
as follows: (1) hemorrhagic, (2) carcinomatous, (3) 
infectious and parasitic, (4) alimentary, (5) erythro- 
poietic diseases, which include pernicious anemia, 
chlorosis, aplastic anamia, hemolytic icterus, 
sickle-cell anamia, (6) anaemia due to chronic inter- 
stitial nephritis, (7) anaemia due to chemical poison- 
ing, (8) anaemia of pregnancy and the puerperium, 
and (9) metabolic anemia. 

In anemia due to chronic haemorrhage, the re- 
duction of hamoglobin and the reproductive process 
in the bone marrow are not so marked as in the 
acute haemorrhages. Bleeding from an endothelial 
surface gives rise to less anemia than bleeding from 
a mucous surface. Anzmia due to carcinoma may 
be present in cases of the so-called cachectic type of 
carcinoma without active haemorrhage, such as 


cecal carcinoma with incompetence of the ileo- 
cecal valve. In cases of bleeding carcinoma the 
anemia is particularly marked if the condition 
affects the gastro-intestinal canal. When bone- 
marrow metastases are present, the blood picture of 
pernicious anamia may be found. Some carci- 
nomata so affect the bone marrow as to cause the 
same picture in the absence of bone metastases. 

Of the infections which are likely to give rise to 
marked anemia, in many of which the site of the 
infection is not apparent until after death, the 
authors discuss particularly hamatogenous infec- 
tions of the kidney, subphrenic abscess, endocarditis 
and cholecystitis due to the streptococcus viridans, 
chronic prostatic abscess, pulmonary abscess, and 
infections of the sinuses and teeth. Acute syphilis 
and malaria may give rise to severe secondary 
anemia. 

The authors agree with Minot, Murphy, and 
Sabin that pernicious anaemia is best explained on 
the basis of some constitutional inferiority of the 
erythropoietic system in which there is an endo- 
genous vitamine disturbance which prevents the red 
cells from maturing or exposes them to early de- 
struction. The chief value of the liver diet seems to 
lie in its power to mobilize vitamines. ‘The réle 
played by achylia is not clear, but it seems impos- 
sible to disregard the constitutional factors. Be- 
sides the usual blood findings, the authors have 
noted the erythrokonten described by Schilling. 
These are rod-shaped intracellular bodies demon- 
strable by a special technique with a Nile-blue 
sulphate stain. ‘The increased icterus index in the 
serum and the marked increase of urobilin in the 
urine are important findings. 

Polycythemia is probably due to failure on the 
part of the spleen to destroy red blood cells, a 
hypothesis which fits in with the absence of urobilin 
from the urine and the lowered icterus index. 

The leukamias are discussed particularly from 
the clinical standpoint. The acute lymphatic type 
may be difficult to diagnose if it is seen in the 
aleukamic or subleukamic stage, though a leuco- 
pwnia with from 70 to 80 per cent small lymphocytes 
is diagnostic. Chronic infectious mononucleosis must 
not be confused with acute leukemia. Chronic 
lymphatic leukamia is easily diagnosed as a rule, 
but an acute infection may change the blood picture 
temporarily to that of an ordinary leucocytosis. 
Acute myeloblastic leukaemia may be confused with 
thrombocytopznic purpura, particularly in the more 
acute forms. Chronic myeloid leukwmia produces 
the largest spleen of any of the splenomegalies, and 
although the white count is usually very high there 
may be times when there is only a moderate increase 
and only the differential count is conclusive. 

Splenomegalic anwmia is characterized by en- 
largement of the spleen, secondary anwmia, leuco- 
cytosis or leucopenia, and a relative diminution in 
the blood platelets. There is slight tendency toward 
haemorrhage and slight or no enlargement of the 
superficial glands. Cases of Banti’s syndrome are 
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best divided into two groups: (1) those in which the 
etiology is clear (thrombophlebitis of the splenic or 
portal veins, primary Laennec’s cirrhosis, lues or 
tuberculosis of the spleen), and (2) those (much 
rarer) with no evident etiological factor, which the 
authors prefer to call “primary Banti’s syndrome.” 
Gaucher’s splenomegaly is of insidious onset and 
chronic course. Enlargement of the spleen may be 
present for a long time before weakness, pain in the 
left hypochondrium, and haemorrhages from the 
mucosa and skin lead the patient to consult a 
physician. 

Hodgkin’s disease has a considerably more fa- 
vorable prognosis than formerly because of its 
present-day treatment with radium and the roent- 
gen-rays. In cases in which the superficial glands 
are not enlarged the diagnosis may be difficult. 
When the spinal cord is pressed upon by enlarged 
glands a diagnosis of cord tumor may be made. 
The Pels-Leusden temperature curve may suggest 
tuberculosis. 

Thrombocytopxnic purpura may be acute or 
chronic, severe or mild. In the fulminative type, 
haemorrhages from all of the body surfaces, fever, 
marked reduction in the platelets, and anemia are 
striking. The pathogenesis is not clear. It seems 
that the platelets produced are of inferior quality 
and are easily destroyed by the spleen and other 
cells of the reticulo-endothelial system. After re- 
moval of the spleen, the platelets have a better 
chance to mature. 

Treatment is discussed at length. Secondary anex- 
mias are treated by rest, fluids, and blood trans- 
fusion. In some instances of gastric haemorrhage due 
to ulcer, lavage may empty the stomach of clots 
and stop the bleeding by allowing the organ to 
contract. In less acute cases, some form of iron 
therapy is of value. The dietary treatment of 
pernicious anwmia is given at length. Splenectomy 
is of value in congenital haemolytic icterus, Banti’s 
disease (if done early), and Gaucher’s disease. In 
acute and severe cases of thrombocytopenic pur- 
pura, splenectomy should not be delayed too long. 
In mild cases, a vitamine-rich diet, iron, and 
calcium will lead to improvement. Polycythemia 
is best treated symptomatically. The use of drugs 
such as benzol, toluylendiamin, and _ phenylhy- 
drazin is dangerous. ‘The acute leukaemias are 
amenable to no treatment, but the chronic forms 
are benefited temporarily by roentgen therapy. 
There is no satisfactory treatment for Hodgkin’s 
disease. Micuarr L. Mason, M.D. 


Goldstein, E.: | Schoenlein-Henoch’s Purpura. 
Report of a Case, with a Review of the Litera- 
ture. Med. Clin. N. Am., 1928, xii, 869. 

Goldstein reports a case of Schoenlein-Henoch’s 
purpura in a man fifty-two years of age which ended 
fatally after a course of slightly over four months. 

There had been epigastric pain without nausea or 

vomiting for over three months when the left knee 

and later the left ankle became swollen and painful 


and a bluish-purple eruption appeared on the inner 
surface of both legs. After the patient’s admission 
to the hospital the abdominal symptoms increased, 
vomiting occurred, and the bowel movements be- 
came brownish and stringy. ‘The blood showed 
changes of secondary anemia. The Wassermann 
test was negative, and the sputum was negative for 
tubercle bacilli. Urinalysis showed albumin. X-ray 
examination of the gastro-intestinal tract revealed 
an area of partial obstruction. The patient became 
critically ill and died during a transfusion. Autopsy 
showed a perforation of the caecum and several ulcers 
in the intestine elsewhere. 

Schoenlein-Henoch’s purpura appears to be a 
condition of the blood capillaries in which these 
vessels are dilated, lengthened, and distorted. The 
whole clinical picture may be explained by the 
action of a toxic substance of food or bacterial 
origin, histamin or a histamin-like body, on the 
capillary bed. In some respects the condition re- 
sembles an anaphylactic reaction. There may be 
lesions in the skin such as purpuric spots, wheals, 
erythema, or necrosis. In the gastro-intestinal tract 
there may be lesions requiring surgical intervention, 
such as ulcers and necrosis leading to perforation. 
Intussusception is not very infrequent. Swelling 
and pain in the joints follow hamorrhage into the 
joint capsule and synovia. The kidneys may suffer 
particularly severely, with a transient albuminuria, 
an acute nephritis with terminal uramia, or a 
chronic nephritis with secondary cardiovascular 
changes. There is nothing characteristic about the 
blood picture. 

The condition is most common in females and in 
the second decade of life. It differs both clinically 
and hematologically from thrombocytopenic pur- 
pura. 

The prognosis is usually good, but the gastro- 
intestinal or renal complications may prove fatal. 
It must be remembered that surgical intervention 
may be indicated in case of intussusception or per- 
foration of the bowel. Micuaet L. Mason, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Knapper, C.: Chylangioma and Chyle Fistulz 
of the Lower Limbs and External Genital 
Organs (Ueber das Chylangiom und die Chylus- 
fisteln der unteren Gliedmassen und der aeusseren 
Geschlechtsorgane). Arch. f. klin. Chir., 1928, cl, 
202. 

Knapper reports the case of a five-year-old boy in 
whom the chyle had made its way from the cisterna 
chyli into the lymph-vessel system of the leg as far 
as the popliteal fossa. The case was under observa- 
tion for several years and was treated successfully by 
operation. The operative wound healed from the 
abdominal cavity outward. Re-examination a year 
later showed a good result. The condition was 
apparently congenital. Twelve cases reported in the 
literature are also discussed. 

The author draws the following conclusions: 
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1. In the circulatory region of the lumbar 
trunk there occurs a deviation from the normal 
which might be called a ‘“‘chylangioma diffusum.”’ 
There is marked dilatation of the lymph vessels and 
the system of valves functions poorly or not at all 
so that the chyle is able to penetrate into the 
pathological lymph-vessel region. 

2. It is uncertain whether this abnormality is a 
dilatation or a neoplasm of the lymph vessels. 
Stasis of chyle in the region of the thoracic duct 
does not play a réle. 

3. Clinically there is swelling of the legs and the 
external genital organs (elephantiasis). The skin 
shows rupturing yellowish-white vesicles which dis- 
charge chyle, and a chyle fistula develops which 
often threatens life. 

4. The treatment indicated is interruption of the 
direct connection between the thoracic duct and the 
peripheral lymph-vessel system by laparotomy. 

5. Asimilar anomaly has been seen in the region 
of the cervical trunk. The condition probably 
occurs also in the subclavicular trunk and the other 
afferent lymph vessels of the thoracic duct. 

Giass (Z). 


Gow, A. E.: Some Disorders of the Lymph Glands. 
Brit. M.J., 1928, ii, 972. 

The author reviews the anatomy and physiology 
of the general lymphatic system and discusses the 
significance of lymph-node enlargement in different 
portions of the body. 

Local enlargements are usually the result of a 
local infection conveyed by the lymphatics. A 
trifling wound may be the portal of entry. In some 
cases, local enlargement of glands in the neck may be 
metastatic from an internal carcinoma or the beginn- 
ing of Hodgkin’s disease. 

Generalized enlargement may indicate an infec- 
tious disease such as rubella or syphilis or a condi- 
tion such as acute lymphatic leukeamia. The patient 
with chronic lymphatic leukaemia may consult the 
physician for a swelling on one side of the neck. 
A blood examination will differentiate this condition 
from splenomyelogenous leukemia. In lymphosar- 
coma, the glandular groups tend to be unequal in 
size, rather hard, and definitely fixed to the deeper 
structures. The author reports a case of this type in 
a woman of twenty years which was apparently 
cured by X-ray irradiation. 

The author describes in detail the usual picture 
of Hodgkin’s disease and urges surgeons to send 
material from cases of this disease to St. Bartho- 
lomew’s Hospital, London, where a special investiga- 
tion of the condition is being carried on. 

WituiaM J. Pickett, M.D. 


Coley, W. B.: End-Results in Hodgkin’s Disease 
and Lymphosarcoma. Ann. Surg., 1928, |xxxviii, 
641. 


Coley states that, in his opinion, lymphosarcoma 
and Hodgkin’s disease, which are usually regarded 
as distinct conditions, are quite closely allied 


etiologically and bear such a close resemblance to 
each other that in some instances it is impossible to 
differentiate them either clinically or histologically. 
While typical Hodgkin’s disease can be differen- 
tiated from typical lymphosarcoma, there are 
atypical cases which may be considered either as 
distinct processes with a distinct etiology or as 
variations of a single disease Coley therefore agrees 
with Minot and Isaacs who include them all in a 
general group to which they have given the name 
“‘lymphoblastoma.” 

The systemic nature of Hodgkin’s disease has 
been recognized by many since Gowers described 
the lesions as involving not only the lymph nodes 
and spleen but also the skin, intermuscular tissues, 
bones, brain, soft palate, pharynx, tonsils, oeso- 
phagus, stomach, intestines, pancreas, peritoneum, 
thyroid, thymus, trachea, lungs, pleura, diaphragm, 
pericardium, heart muscle, suprarenals, kidneys, 
testes, and ovaries. Recently attention has been 
called to the fact that the disease involves the 
nervous system and the skeletal system. In 36 
cases of Hodgkin’s disease, Ginsburg found involve- 
ment of the nervous system in 10 (27.7 per cent). 
Hodgkin’s disease of the bone marrow has long been 
recognized. Ziegler, in 1911, stated that from 30to 40 
per cent of all cases of Hodgkin’s disease show bone- 
marrow involvement, while Symmers believes that 
the bone marrow is involved in every case. Only 
recently, however, has it been recognized that in 
certain cases of Hodgkin’s disease very definite 
metastatic tumors of the bone may be found. Coley 
has had cases of direct invasion of skeletal bone. 
In 1 of these there was involvement of the frontal 
and occipital bones. All of the lesions disappeared 
under treatment with large daily doses of the Coley 
toxins. 

With regard to the clinical manifestations of 
Hodgkin’s disease, the author states that as a rule 
an enlarged gland appears on one side of the neck 
and soon thereafter there is enlargement of other 
glands on the same side. A few weeks or months 
later, similar enlarged glands appear on the other 
side of the neck, and still later, in the axilla and 
groin. Not infrequently, the spleen or liver or both 
are enlarged. The glands are freely movable and 
seldom fused. They are firm but less hard than a 
carcinomatous gland and less soft than a lympho 
sarcoma. In a number of cases, especially after 
generalization has occurred, there may be an 
irregular temperature as high as 102 to 103 degrees 
F. and lasting for weeks. ‘There is nothing of diag- 
nostic value in the blood findings, but in the later 
stages of the disease there is usually a severe and 
progressive anemia. 

Coley believes that Hodgkin’s disease and 
lymphosarcoma are infectious processes, and that 
all carcinomata and sarcomata are due to the 
irritation of an infectious agent. 

There is no record of a spontaneous cure of 
Hodgkin’s disease. The duration of the condition 
varies in different cases and may be modified by 


372 


the type of treatment. The effect of treatment 
gradually diminishes, but life has been definitely 
prolonged by drugs such as arsenic and by the 
roentgen-rays, radium, and the toxins of bacillus 
prodigiosus and erysipelas. 

Burnam reported a series of 173 cases treated 
with radium. In the majority, radium alone was 
used. One hundred and ten of the patients died 
from the disease. Of a group of 28 who were classed 
as Clinically cured, 2 died from apoplexy nine years 
after the first observation. The average duration of 
life in this group was six years and three months. 

Stone summarizes his report of 200 cases treated 
with radium and the X-ray as follows: 

1. The X-ray and radium are only palliative 
agents in the treatment of Hodgkin’s disease. 

2. Palliation can be accomplished in 60 per cent 
of the cases, and complete restoration of health 
with or without complete regression of the tumors 
may result in about 32 per cent. 

3. Restoration of health will often last for a year 
and rarely two, three, or four years. 

4. Palliation, if it is to follow, will begin after the 
first or second treatment. 

5. Life may be prolonged one or two years. 

Desjardins and Ford of the Mayo Clinic, in re- 
viewing the end-results in 135 cases, also noted 
palliation from X-ray and radium treatment. 

The value of surgery in Hodgkin’s disease and 
lymphosarcoma has not as yet been definitely 
established. Many have found, as has Coley, that 
early removal of isolated growths followed by ir- 
radiation or the use of toxins has definitely pro- 
longed life. 

When multiple glandular enlargements are present 
or generalization of the disease has occurred, ir- 
radiation cannot be effective. In such cases Coley 
uses the toxins of erysipelas and bacillus prodigiosus. 
Of the patients treated with toxins alone, 10 per 
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cent recovered and remained well for from three to 
twenty years. 

Coley reports several cases in which surprising 
results were obtained with his toxins. 

In the last thirteen years, he has had 58 cases of 
lymphosarcoma and 39 cases of Hodgkin’s disease. 
Of the 39 patients with Hodgkin’s disease, only 3 
remained well for more than three years and one of 
these died in the fourth year. Of the patients with 
lymphosarcoma, 6 remained well for from three to 
ten years. Of 19 who remained well for from five to 
twenty-two years, 16 were treated with toxins alone 
and 3 with toxins and the X-rays. Better results 
were obtained in a previous series (before 1915) when 
surgery and toxins were used. Coley believes that the 
less favorable results obtained in the more recent 
series may be accounted for by the fact that when 
they first came under observation most of the 
patients in the second series were in a much later 
stage of the disease, the condition having become 
widely generalized and having been previously 
treated by radiation. 

In conclusion, Coley says that lymphosarcoma 
and Hodgkin’s disease should no longer be regarded 
as absolutely hopeless. The tumors are usually radio- 
sensitive and are responsive also to treatment with 
mixed toxins of erysipelas and bacillus prodigiosus. 
It seems logical to use the combined treatment, 
thereby securing the local effect of radiation (radium 
or X-ray) and the systemic effect of the toxins which 
have the power to reach hidden and remote glands 
beyond the reach of radiation. ‘The treatment 
should be kept up periodically for a number of 
years. In from 10 to 15 per cent of the cases of 
lymphosarcoma relief should be obtained for at 
least five years. In typical Hodgkin’s disease, the 
prognosis is still very unfavorable and permanent 
control can be expected in only a very small number 
of cases. MANUEL F, Licutenstein, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Binger, M. W., Judd, E. S., Moore, A. B., and 
Wilder, R. M.: Oxygen in the Treatment of 
Postoperative Bronchopneumonia. Arch. Surg., 
1928, xvii, 1047. 

Observations made in 205 cases of postoperative 
pneumonia, in most of which the diagnosis was con- 
firmed by roentgenograms, strongly indicate that 
the oxygen used in their treatment resulted in the 
saving of life. The oxygen was administered by 
means of the Barach-Roth tent. The results were 
best when the treatment was given early. 

In experiments on guinea pigs, pneumonia was 
produced by the intratracheal injection of relatively 
benign streptococci. Treatment with oxygen im- 
mediately after operation was found to reduce the 
mortality 50 per cent. 

In a group of surgical cases in which there was 
reason to fear the development of postoperative 
pulmonary complications, oxygen treatment was 
started immediately after the operation. The in- 
cidence of pulmonary infection in this group was 
practically nil. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Allen, A. W., and Wright, I. S.: The Bactericidal 
Properties of the Solution S. T. 37 (Liquor 
Hexylresorcinolis 1:1,000). Arch. Surg., 1928, 
xvii, 834. 

In May, 1927, Leonard and Feirer described a new 
antiseptic, liquor hexylresorcinolis 1:1,000, known 
as S. T. 37. This antiseptic is a practically colorless, 
odorless, limpid fluid with a sweetish taste which 
contains 1 mgm. of crystalline hexylresorcinol per 
cubic centimeter of solvent consisting of 30 per cent 
glycerin and 70 per cent water. It is claimed to be 
bactericidal to visible bacterial suspensions in fif- 
teen seconds or less, non-toxic, non-irritating, chem- 
ically stable, bactericidal in high dilution, very 
penetrating, non-corrosive, non-staining, and free 
from disagreeable odor. 

It has the lowest surface tension combined with 
the greatest bactericidal action of any of the many 
alkalinized resorcinol derivatives in various solvent 
solutions that were investigated. Its name signifies 
a solution with a surface tension of 37 dynes per 
centimeter. 

It is not effectively bactericidal for bacillus 
pyocyaneus within forty-eight hours, but destroys 
the staphylococcus aureus within ninety minutes 
and the streptococcus hzmolyticus in less than fif- 
teen minutes. It is stable and active in the spinal 
fluid. Howarp A. McKnicut, M.D. 


Rice, T. B.: Bacteriophage in Suppurative Condi- 
tions. J. Indiana State M. Ass., 1928, xxi, 509. 


The author reports the results of the use of bac- 
teriophage filtrates in 150 clinical cases. Among the 
conditions represented were carbuncles and _ boils, 
all of which showed definite improvement after the 
first application. In most cases relief was quite 
prompt. Early boils regressed, later ones became 
liquid and discharged the core. The bacteriophage 
was applied locally or injected into the tissues around 
the boil. 

In cases of staphylococcus cellulitis the pain ceased 
promptly and marked improvement was noted in 
twenty-four hours. In cases of osteomyelitis the 
results differed. If necrotic bone was present, its 
removal was necessary before the treatment caused 
much benefit. Bed sores were treated with the bac- 
teriophage filtrates with marked success. In certain 
cases the sores were healed although the patient died 
of the primary lesion. ‘The bacteriophage has no 
effect upon the body cells. Closure of the wound 
must depend upon the presence of healthy granula- 
tion tissue. 

In cases of leg ulcers the treatment caused prompt 
cessation of the foul discharge and the appearance 
of healthy granulations. Suppurating wounds also 
responded very favorably. In fact, the more pus 
there was in the wound, the better results. This 
was true also in cases of abscess cavity. Of eleven 
cases of appendiceal abscess, the only one that failed 
to respond to the treatment was that of a patient 
who was moribund and showed cyanosis of the lips 
and finger tips. Two patients with staphylococcus 
septicemia eventually died. Cases of acne vulgaris 
have been treated sometimes with success and some- 
times with failure. 

The bacteriophage is effective in all staphylo- 
coccus lesions if there is no bone involvement and 
the blood stream is not invaded. The stock prepara- 
tion seems just as effective as the bacteriophage 
prepared against an autogenous culture. Efforts are 
being made to have the material manufactured in 
sufficient quantity for general distribution. 

WitiiaM J. Pickett, M.D. 


ANZESTHESIA 


Hornor, A. P., and Gardenier, C. V.: A Means of 
Intercepting Explosions in Anzesthetics. Anes. 
& Anal., 1928, vii, 371. 

The authors report attempts to eliminate the 
hazard of explosion in the use of gas anesthetics. 
Most of the work was done with ethylene. The 
object was to dispose of the gas expired by the 
patient in such a way that vapors leaving the face 
mask were neither inflammable nor explosive when 


373 





374 INTERNATIONAL ABSTRACT OF SURGERY 


mixed with air or oxygen. Attempts were made to 
absorb the ethylene as it left the mask; to change 
the chemical reaction with the gas as it left the 
mask; and to dilute the gas after its expiration with 
nitrogen or carbon dioxide. None of these methods 
proved satisfactory. The solution of the problem 
was found to be interception of the explosion be- 
tween the point of origin and the patient. This 
requires extreme rapidity of action by the intercept- 
ing medium as ethylene explosions attain a maxi- 
mum rate of propagation of about one and one-half 
miles per second. 

As no mechanical check valve can act with such 
speed, the explosion itself was used as the force for 
the check valve. The authors constructed a cylin- 
drical tube divided into two chambers by a partition, 
a portion of which was made up of two very thin 
diaphragms separated by a layer of fluid. Attached 
to the lower diaphragm was a valve which could be 
seated in 1/5,000 of a second. A coil led from the 
upper to the lower chambers. When an explosion 
occurred at the upper end of the cylinder a fine 
mesh screen dissipated some of the explosive force 
while the remainder ruptured the lower diaphragm, 
thus shutting off the valve to the outlet. In the 
meantime, the burning gas was traveling from the 
upper chamber of the cylinder to the lower by way 
of the coil, but as the valve had already been 
closed, no propagation of explosion could be trans- 
mitted through the outlet. 

A mask incorporating the same principles is sug- 
gested for practical use. 

Georce R. MéAutirr, M.D. 


Romberger, F. T.: Clinical Studies and Chemical 
Analyses of Rebreathed Mixtures. Anes. & Anal., 
1928, vii, 334. 

The experiments reported in this article were 
begun by endeavoring to keep a patient asleep by 
using only his own rebreathed gases and adding 
oxygen as needed. As this attempt was successful, 
it furnished a starting point for determinations of 
the percentage of actually breathed gas mixtures in 
the bag and for a comparison of this percentage and 
the percentage of gas fed with the clinical data. 

In the first experiment the rebreathing was con- 
tinued for twenty-three minutes without nitrous 
oxide, and the carbon dioxide in the bag rose to 16 
per cent. The anesthesia differed from the ordi- 
nary nitrous-oxide oxygen anasthesia as there was 
extreme pinkness of the skin with profuse perspira- 
tion, a rapid pulse, and accelerated respiration. 

In Case 2, without rebreathing, no accumulation 
of carbon dioxide developed in the long tubing. 

In Case 3, in which a rebreathing bag with an 
adjusted expiratory valve was used, 5 per cent car- 
bon dioxide was found in the breathing tube. 

In Case 4, the anasthesia was induced with 
nitrous oxide and ethylene in equal parts, but 
analyses of the breathing bag showed nitrous oxide 
19 per cent and ethylene 63 per cent, this fact indi- 
cating that nitrous oxide is the more absorbable. 

In Case 5, 40 per cent carbon dioxide was given to 
determine whether such a high percentage invariably 
produces dilatation of the pupil and a stationary 
eyeball, but only 31 per cent could be recovered 
from the bag. Grorce R. McAuuirr, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Sear, H. R.: Osteitis Fibrosa and Osteitis Defor- 
mans. Med. J. Australia, 1928, ii, 516. 


The author holds that osteitis fibrosis and osteitis 
deformans tend to merge into one another and cites 
the opinion of other authorities regarding this point. 
He believes that these conditions are unusually 
common in Australia.. He has seen over 200 cases of 
osteitis deformans. 

The essential histological features are: (1) dis- 
appearance of the original bone, (2) the substitution 
of a vascular connective tissue for the original bone 
and its intertrabecular marrow, and (3) the forma- 
tion of new bone from this connective tissue. 

Various classifications adopted are given. 

Roentgenographically, Sear classifies the sub- 
groups of osteitis fibrosa as: (1) solitary cysts, with 
or without trabeculation; (2) multiple cysts; (3) a 
somewhat cystic condition sometimes involving one 
bone, sometimes many, which on the one hand 
approaches the cyst, either single or multiple, and 
on the other passes through varying degrees of 
osteosclerosis until it approaches more closely the 
type of lesion seen in osteitis deformans; (4) a con- 
dition characterized by a finely stippled, pitted, or 
striated appearance, found most commonly in the 
jaws. Each of these groups is described in detail 
and their differences from lesions resembling them 
are cited. 

The third type especially appears strongly allied 
to osteitis deformans. The author states that al- 
though he has never seen the woolly osteosclerosis 
typical of osteitis deformans in osteitis fibrosa, he 
has observed cases of the former with no, or atypical, 
skull changes, and others have reported similar 
changes in cases of osteitis fibrosa. 

Apoten Hartunc, M.D. 


Burrows, M. T., Jorstad, L. H., and Ernst, E. C.: 
The Chemical and Biological Changes Induced 
by the X-Rays in Body Tissues. Radiology, 1928, 
xi, 370. 

The authors state that the X-rays not only destroy 
cancer cells but may induce cancer. Cancer may be 
induced also by coal tar and other lipoid solvents. 
This phenomenon appears to be due chiefly to a dis- 
turbance of the balance of vitamins in the body. In 
experiments on rats the authors noticed that the 
animals living on dog biscuits alone succumbed to 
the X-ray irradiation rather quickly, whereas those 
given either cod liver oil or milk survived for a con- 
siderable time. 

In the treatment of cancer with the X-rays, both 
the cancer cells and the surrounding tissues are 
affected, One of the effects of the X-rays on the 


tissues seems to be the removal of the normal lipoid 
content. This action may be the chief factor in the 
destructive action of the X-rays on the cancer 
tissue. Paut C. Cotonna, M.D. 


Mottram, J. C.: The Action of Radiation on the 
Blood Supply of Tumors. Lancet, 1928, ccxv, 966. 
Mottram described a series of experiments per- 
formed upon various tumor grafts both in vitro 
and in vivo which indicate that quickly growing 
tumors are more radio-sensitive in vivo than slowly 
growing tumors, whereas in vilro both types of 
tumor have the same radiosensitivity. 

He explains this by the effect of radiation upon 
the blood supply. In quickly growing tumors the 
cells are abundantly and closely packed around 
the blood vessels without any intervening supportive 
tissue. Accordingly, the swelling of the cells follow- 
ing radiation produces greater occlusion of the 
blood vessels, thereby more effectively reducing 
the nourishment of the tumor and more rapidly 
destroying it. 

In radiosensitivity, the amount of supportive 
tissue is more important than the rate of growth of 
the tumor. Cuarves H. Heacock, M.D. 


RADIUM 


Forssell, G.: Therapeutic Methods and Results at 
Radiumhemmet. Bril. J. Radiol., 1928, i, 374. 


Forssell briefly describes the organization of 
Radiumhemmet at Stockholm and reviews the re- 
sults obtained at that institution in which cancers 
and tumors are treated principally with radium. 
The hospital was founded in 1910 and is supported 
by the government. At first, only inoperable tumors 
were treated with radium. Later, as the result of 
improvement in the technique, radium irradiation 
was used in borderline cases, and today an ever- 
increasing number of operable cases are treated with 
radium or a combination of radium and surgery. 
Such treatment is given most frequently for cuta- 
neous cancer, cancer of the lip, uterus, thyroid, oral 
cavity, and vulva, and certain sarcomata. Breast 
cancer is treated by surgery alone whenever pos- 
sible; otherwise, by surgery and radiotherapy. All 
cancers of the digestive tract are treated surgically 
if they are operable. 

The permanency of healing under radiological 
treatment has been sufficiently tested only in cases 
of cancer of the face, lip, oral cavity, and uterus, and 
sarcoma. 

Of 207 cutaneous cancers of the face, 142 (68 
per cent) have remained healed over a period of ten 
years. If only the operable cases are considered, the 
incidence of absolute cure was 78 per cent. 


375 





376 


In cases of cancer of the lip, a cure was obtained 
in 68 per cent of the whole number and 86 per cent 
of those which were operable. 

In cases of cancer of the mouth, a five-year cure was 
obtained with radium in 18 per cent of the total 
number and 31 per cent of those in which the lesion 
was primary in the mouth. Surgery and radio- 
therapy gave a five-year cure in 60 per cent of the 
cases. 

In 500 cases of cancer of the cervix absolute heal- 
ing was obtained in 22.4 per cent of the total num- 
ber. If only operable and borderline cases are 
considered, the incidence of five-year healing was 
46.2 per cent. In the inoperable cases a five-year 
cure resulted in 16.7 per cent. In the cases of cancer 
of the body of the uterus, absolute healing resulted 
in 43.5 per cent of the total number and in 60 per 
cent of those which were operable. 

Of 543 patients treated for sarcoma, one-third 
were free from symptoms three years later. Of 238 
patients with primary tumors who were treated with 
radium only, 24 per cent remained free from symp- 
toms. Of 151 patients with sarcoma who were 
treated with surgery and radium, two-thirds have 
remained free from symptoms. 

It has been found that in cases of tumor in which 
there is a fair chance of obtaining healing by radium 
irradiation, the duration of the healing so obtained 
is in every way comparable with that obtained by 
surgery. The incidence of recurrence is lower fol- 
lowing primary healing obtained by radium irradia- 
tion than following primary healing obtained by 
surgery. The period of latency is much the same 
after both types of treatment. Recurrences usually 
appear during the first and second years. After 
the fifth year they are rare, but they have been 
known to occur as late as the ninth year. 

Primary healing was obtained in 1,714 (38 per 
cent) of 4,470 cases. In the 1,676 cases remaining 
after exclusion of those representing the most 
favorable and the most unfavorable forms of can- 
cer, the incidence of primary local healing was 20 
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per cent. Of 3,354 cases in which the treatment 
consisted of radium irradiation alone, primary local 
healing was obtained in 1,714 (51 per cent). In 
the most favorable cases, the incidence of primary 
healing ranged from 60 to go per cent. 

A. James Larkin, M.D. 


Lacassagne, A.: The Direct and Indirect Action of 
Radiation on Cancer Tissues. Radiology, 1928, 
xi, 393- 

The effects of radiation on the tissues have been 
attributed to: (1) a direct action, (2) an indirect 
action, and (3) an indirect general action. 

By “direct action” is meant a disturbance of 
equilibrium within the molecular arrangement of 
the cell which results in the death of the cell. 

By ‘indirect action” is meant changes brought 
about in the radiated zone such as circulatory dis- 
turbances and sclerosis which affect the nourish- 
ment of the cells. 

By ‘indirect general action” is meant the libera- 
tion into the circulation of a toxin or hormone which 
serves to stimulate certain general organic reactions. 

The author discusses these three theories and the 
various experiments which seem to support the 
second and third. He believes that as regards their 
reaction to destructive doses of radiation cancer 
cells should be placed in the same class as normal 
tissue. 

A comparison of the statistics published from the 
principal clinics in which local destructive doses are 
given exclusively and those in which the attempt is 
made to obtain both direct and indirect action does 
not favor the latter method. 

The author emphasizes that in the destruction 
of neoplastic cells by radiation the importance of 
preserving the normal tissue must be borne in 
mind. The chief requirement for successful results 
seems to be the administration to all of the cancer 
cells of the strongest dose which is compatible with 
the integrity of healthy tissue. 

Cuarves H. Heacock, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Martin, W., and Shore, B. R.: Juvenile Gangrene. 
Ann. Surg., 1928, Ixxxviii, 725. 


The authors report 4 cases of juvenile gangrene 
and review the literature on the condition. The 
first case was that of a boy four and a half years of 
age who was suffering from an acute generalized 
infection which began with a cough and difficulty in 
breathing and swallowing. At the end of the first 
week pain began over the left ankle and heel. The 
skin became blue, and in the course of the next two 
weeks turned black. Similar changes took place 
over the tip of the left ear and on the prepuce, but 
only the ear sloughed. The foot sloughed at the 
ankle joint at the end of two months. The child 
recovered from the acute illness. Two and one-half 
years later the stump was fashioned for weight- 
bearing. When the child was re-examined at the 
end of five years he was found to be well developed 
except for absence of the left foot and the tip of the 
left ear. 

The second case was that of a boy aged six years 
who developed gangrene of both legs and one hand 
following an attack of diphtheria. 

The third case was that of a boy seven years old 
who had widespread chronic tuberculosis. He had 
been chronically ill for six months with enlargement 


of the abdomen and a cough when the left foot and” 


the lower part of the left leg became blue, swollen, 
and tender. Gradually this gangrenous area became 
deep black and separated from the living tissue. 
Four months after the onset of the condition, when 
the soft parts had sloughed through to the bone, an 
amputation was done through the thigh. The parts 
bled freely. Six months later the boy was still alive 
and the stump was healed although the tuberculosis 
was more advanced. A section through the main 
vessels in the amputated leg showed endarteritis 
confined largely to the intima. One of the vessels 
showed evidence of canalization as though it had 
been thrombosed. 

The fourth case was that of a boy of fourteen 
years who had an indolent perforating ulcer on the 
ball of the great toe and in the course of three weeks 
developed gangrene of the tip of the second toe and a 
perforating ulcer of the sole of the foot. The anterior 
portion of the foot was amputated. The stump 
healed soundly. The boy is well today and free from 
pain. 

In 1904, Barrand reported 103 cases of gangrene 
of the extremities occurring in persons under thirty 
years of age following an acute infection. 

Kautz in 1914 reported an additional 20 cases, 
2 of which were seen in his own practice. In one of 


the latter, gangrene of both feet developed after 
measles; in the other, there was gangrene of both 
feet and one hand, but the cause could not be de- 
termined. 

The autopsy findings show that, according to the 
etiology, the cases of gangrene reported may be 
divided in 4 groups: (1) those in which the gangrene 
followed an embolus, the primary thrombus being 
in the heart or aorta; (2) those in which there was a 
primary thrombus in one of the large vessels sup- 
plying the extremity; (3) those with evidence of 
local arteritis in the vessels above the gangrenous 
area; and (4) those in which no change could be 
found in the vessels up to the line of demarcation 
and there was, presumably, a capillary thrombosis 
which had passed on to massive tissue death. 

To account for certain cases of gangrene the in- 
fluence of infection on the occurrence of thrombosis 
in the heart, large vessels, and capillaries must be 
studied. The influence of toxins on the endothelial 
lining of vessels, sluggishness of the blood stream 
with the deposition of blood platelets, spasm of 
vessels, and blocking of the circulation by emboli or 
thrombi may play a part in the development of this 
condition. 

In nearly all of the reported cases the gangrene 
occurred during the terminal stages of a generalized 
infection or after such an infection. 

Experiments by the authors on rabbits showed 
that the minute vessels of the extremities can be so 
altered by the local injection of adrenalin combined 
with intravenous injections of streptococci that 
capillary thrombosis followed by gangrene occurs. 
Spasm with diminished blood supply to the part 
predisposed to infection. 

In many of the cases reported, symmetrical 
gangrene occurred, but a diagnosis of Raynaud’s 
disease was unwarranted. In children, symmetrical 
gangrene is not an entity. 


MANUEL FE, Licutenstein, M.D. 


Barber, H. W., and Oriel, G. H.: A Clinical and 
Biochemical Study of Allergy. Lancet, 1928, ccxv, 
1009, 1064. 


The authors report that in various manifestations 
of the allergic state certain phenomena have been 
demonstrated to occur with remarkable constancy 
and some of them have been noted by other investi- 
gators in experimental anaphylaxis and in serum 
sickness which is generally admitted to be of ana- 
phylactic origin. 

Whether the allergic state is intermittent (as in 
certain cases or urticaria, angioneurotic oedema, 
asthma, or hay fever) or more or less chronic with 
periodical exacerbations and remissions (as in 
Besnier’s prurigo and infantile eczema), there can 
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be recognized a definite cycle of events corresponding 
to the preparoxysmal stage, the actual paroxysm, 
and the postparoxysmal stage. In this cycle the 
most striking features are: (1) a rise in the amino- 
acid content of the blood; (2) a fall in the chloride 
content, particularly of the corpuscles, due pre- 
sumably to the taking-up of chloride by the tissues; 
(3) chloride retention, excretion of chloride in the 
urine being diminished or absent during the parox- 
ysms and increased after the paroxysms, at which 
time the chloride content of the blood may also be 
raised; (4) a rise in the urinary excretion of ammo- 
nia, the ratio of free acid to ammonia-combined acid 
being altered often very strikingly; (5) a deposition 
of urates in the urine in the preparoxysmal or par- 
oxysmal stage; (6) an intense ether reaction during 
the periods of active symptoms; and (7) diuresis 
with increasing acidity and sometimes marked 
alkalinity of the urine in the postparoxysmal stage. 

In a large percentage of the cases examined so far, 
there was a positive van den Bergh reaction of the 
biphasic type. 

The findings in a case of anaphylactic shock, a 
case of multiple scalds, and cases of definite hepatic 
disease were similar. 

The authors believe it possible that the increase 
in the amino-acid content of the blood results partly 
from: (1) the increased endogenous katabolism that 
occurs in anaphylactic and allergic reactions, as 
shown by the increased formation of creatinine; 
(2) the relative temporary hepatic insufficiency 
caused by the damage to the liver cells, as evidenced 
by the positive van den Bergh test; and (3) the 
interaction of the antigen and the “defense fer- 
ments” of Abderhalden whereby amino acids are 
formed. In any case, the positive van den Bergh 
reaction, the raised amino-acid content of the blood, 
and probably the increased ammonia excretion, the 
precipitation of urates, and the ether reaction in the 
urine are indicative of a disturbance of hepatic 
function. It is likely that the increased ammonia 
excretion and the temporary retention of chlorides 
are protective mechanisms. 

In many cases of allergy, regulation of the diet 
according to the authors’ interpretation of these 
findings and the internal administration of ammonia 
and glucose have proved of definite value. 

Emit C. Ropirsnek, M.D. 


MacCarty, W. C.: The Cancer Cell in the Practice 
of Medicine. Kudiology, 1928, xi, 379. 

Until recently, gross appearance, histological pat- 
terns, and the structural status of the basement 
membrane of tumors constituted the only criteria on 
which diagnostic and prognostic judgments might be 
based. These criteria have served well in the recog- 
nition of advanced malignancy, but are insufficient 
for the diagnosis of some of the smallest growths. 

Sven the smallest cancers are sometimes asso- 
ciated with lymph-node involvement. We must 


therefore begin to attack radically all conditions 
that show any analogy to cancer. With our present 


knowledge the only practical procedure is to de- 
termine as soon as possible whether a cytological 
condition is dangerous or not. 

For twenty-one years the author has sought crite- 
ria for the early diagnosis of malignancy, and begin- 
ning in 1912 he described three cytological condi- 
tions associated with chronic irritation in the mam- 
mary acinus, the gastric tubule, the prostatic acinus, 
and the skin. An appearance suggesting malignancy 
was named “secondary cytoplasia.” It was never 
called “cancer,” and no radical operation was ever 
advised for it. 

The malignant or cancer cell is ovoidal or spheroi- 
dal and has a large nucleus and one or more large 
nucleoli. As compared with the cytoplasm of the 
adult or reparative regenerative cell, the cytoplasm 
of the malignant cell is less dense and the nucleoplasm 
is denser and more granular. ‘These characteristics 
can be seen in perfectly fresh sections stained or 
unstained and in properly stained fixed sections. 
They have not yet been seen in tissues embedded in 
paraffin or celloidin. 

The morphology of the malignant cell is so charac- 
teristic that an expert cytologist thoroughly familiar 
with it and with the high-power details of every cell 
in the human body should be able to diagnose cancer 
from a single cell in the sinus of an inflammatory 
lymph node. 

The malignant cell is a parasite. It has as definite 
a place in medicine as the tubercle bacillus or the 
spirocheta pallida. Its presence should be investi- 
gated when a chronic local ulceration or tumefac- 
tion does not heal or disappear in a few weeks. If 
possible, the affected area or mass should be excised 
for diagnosis. 

The more the author sees of small cancers the more 
he is inclined to believe that we will soon be com- 
pelled to perform a radical operation for secondary 
cytoplasia. As this condition can be recognized best 
in fresh tissue, the diagnosis should be made by 
biopsy at the time of the exploration. By early 
diagnosis made in this way the demand for early 
treatment can be successfully met. 


Wood, F. C.: Cancer Biology and Radiation. 
Radiology, 1928, xi, 388. 

When Warburg found that, under anaérobic 
conditions, tumor cells are able to split glucose into 
lactic acid, it was supposed for a time that a long- 
sought characteristic difference between tumor 
cells and normal cells had been found, but it was 
soon discovered that retinal epithelium, leucocytes, 
embryonic structures, and placental tissue have 
the same power. 

In animals kept in an atmosphere low in oxygen 
the disappearance of tumors has been observed 
but is not constant. Insulin, phloridzin, and even 
the administration of large quantities of glucose 
seem, in the last analysis, to have no effect upon 
tumor growth. Moreover, it appears that the 
Rous tumor is due to some chemical substance 
which acts as a stimulant to the tissues of the fowl, 
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and that in mammalian tumors conditions are 
quite different. 

The morphological changes which accompany 
the destruction of tumor cells by the X- and Y-rays 
are not characteristic of these radiations but an 
effect exerted also by other physical agents such 
as heat and cold. Chemicals and ultraviolet light 
have a similar effect upon the nuclei of the cells. 
The laws governing the destruction of cells by 
radiation are the same as those governing the 
hemolysis of red cells, the destruction of bacteria 
by disinfectants, and the death of a standard 
human population. Biological dosage may _ be 
easily estimated by subjecting drosophila eggs to 
radiation. ‘The results can be read in forty-eight 
hours. 

Blair Bell has shown experimentally that colloidal 
lead in the tissues acts directly on the cells, while 
inert substances such as sulphur, carbon, and 
colloidal gold have no such action. In the treatment 
of certain tumors, the author has found that when 
lead is administered previous to irradiation the 
efliciency of the irradiation is increased by 20 per 
cent. This is due, not to the secondary rays, but to 
a toxic effect on the tumor cells. 

Vaccines, sera, and non-specific substances have 
been tried in the treatment of cancer without uni- 
form success. 

In the author’s opinion, a fertile field for investi- 
gation regarding cancer treatment is the study of 
combinations such as lead and an anti-human serum. 
The lead might affect one portion of the cell, while 
the serum might affect another, and when X-ray 
irradiation to the limit is added, a certain number 
of tumors might be affected favorably. 

In conclusion, Wood states that the technical 
problems of killing the tumors without injuring 
the patient and determiniing which tumors will 
yield to irradiation and which will not, must be 
better solved before radiotherapy becomes a scien- 
tific method. Georce A. Cottettr, M.D. 


Sturm, F.: The Simultaneous Presence of Recent 
Foci of Tuberculosis and Disseminated Car- 
cinoma Metastases (Ueber gleichzeitiges Bestehen 
frischer tuberkuloeser Herde und disseminierter 
Carcinommetastasen). Deutsche Ztschr. f. Chir., 
1928, ccix, 406. 

According to Rokitansky, there is a definite 
antagonism between tuberculosis and cancer, and 
according to the findings of Centami and Rezzesi in 
investigations on animals, cancer cells and tubercle 
bacilli have an injurious effect upon each other. 
However, besides this antagonism and the constitu- 
tional resistance, there are numerous other factors 
which are responsible for the rarity of the associa- 
tion of tuberculosis and cancer in the same or- 
ganism. 

The author reports a case in which a latent tuber- 
culosis became activated in the presence of numerous 
metastases from an advanced carcinoma of the 
breast and caused death in three weeks from tuber- 


culous pleurisy and peritonitis. Before the activa- 
tion of the tuberculosis the patient had remained in 
relatively good condition for three years despite the 
clinical and roentgen demonstration of cancer metas- 
tases. On histological examination, the cancer nests 
were found to be embedded in considerable con- 
nective tissue. 

In this case there was not only marked resistance 
to carcinoma invasion, but also excellent power of 
repair. A spontaneous fracture of the neck of the 
femur had re-united despite invasion of the fracture 
site by metastasis. 

The author suggests that the natural resistance of 
the body to carcinoma might be increased by such 
therapeutic measures as a change of diet, environ- 
ment, and climate; treatment with insulin for the 
hyperglycemia which is associated with carcinoma; 
and large doses of arsenic. He states that when 
the organism is badly damaged by carcinoma it 
evidently becomes resistant to tuberculosis, whereas 
it may be susceptible to this infection when the 
metabolic processes are only slightly injured by the 
cancer. Rapp (Z). 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Taylor, J. F.: Bacillus Proteus Infections. J. Path. 
& Bacteriol., 1928, xxxi, 897. 

Taylor states that the name “bacillus proteus” 
should be restricted to a well-defined group of non- 
sporing, gram-negative, pleomorphic, proteolytic, 
and hemolytic bacilli which produce a spreading or 
creeping growth on solid media, ferment dextrose 
and saccharose and occasionally maltose but do not 
ferment lactose, mannite, or dulcite, may or may 
not form true indol from peptone water, and in milk 
form a transient clot which is very rapidly pep- 
tonized. 

This article reports morphological, cultural, bio- 
chemical, and serological studies of fifty-three 
strains recovered from human sources, all of which 
strains showed the characteristics enumerated. Only 
three fermented maltose, and only the same three 
strains produced true indol. 

Agglutination tests showed variations between the 
strains, and absorption tests seemed to show definite 
differences. 

In man, the bacillus proteus may produce severe 
infection or exist as a harmless saprophyte in the 
tissues, body fluids, or excreta. An attempt has 
been made to classify the strains as pathogenic and 
non-pathogenic on the basis of the history, clinical 
course, and bacteriological findings in each case. 
Twenty-two strains have been classed as patho- 
genic, twenty-four as non-pathogenic, and seven as 
doubtful. 

No classification into pathogenic and non-patho- 
genic strains could be made by the laboratory 
methods employed, and no differences were found 
between strains recovered from urinary, fwcal, or 
other sources. 
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“Bacillus proteus X 19” of Weil and Felix was 
found to differ serologically from the fifty-three 
strains of bacillus proteus studied by the author, 
but otherwise resembled them closely. 

Joun J. Matonry, M.D. 


J. Am. M. Ass., 1928, xci, 


Francis, E.: ‘Tulareemia. 
1155. 

The author describes 4 clinical types of tulara- 
mia based on a study of 679 case reports. 

1. The ulceroglandular type, manifested first by 
a papule of the skin followed by an ulcer and en- 
largement of the regional lymph glands. 

2. The oculoglandular type, with conjunctivitis 
and enlargement of the glands. 

3. The glandular type, with no primary lesion at 
the site of infection, but with enlargement of the 
regional glands. 

4. The typhoid type, with no primary lesion or 
enlargement of glands. 

The infection may result from the handling or 
skinning of rabbits, the dissection of laboratory 
animals, or the bite of the tick. No case has been 
reported of the spread of the disease from man to 
man by contact. The period of incubation varies 
from one to ten days and averages three days. The 
onset is sudden and manifested by headache, vomit- 
ing, chills, and fever. 

In tularemia of Type 1 the pain begins in the 
regional lymph nodes. These nodes become en- 
larged and tender, with often a redness of the skin 
which may extend in streaks to the site of the lesion. 
Twenty-four hours later, the site. of the lesion is 
evidenced by an inflamed and painful papule which 
breaks down, discharges a plug of necrotic tissue, 
and forms an ulcer. The lymph nodes may sup- 
purate. 

In tularemia of Type 2, the eye manifests irrita- 
tion of the conjunctiva, redness, oedema of the con- 
junctiva, and swelling of the lids, and there is 
swelling with tenderness in the pre-auricular, paro- 
tid, and submaxillary lymph glands. Small ulcers 
appear in the conjunctiva of both lids. This type 
may be mild or severe. It may progress to blind- 
ness and even to death. 

Tularemia of Type 3 causes enlargement and 
tenderness of the epitrochlear and lymphatic lymph 
glands, but no primary lesion. 

In the typhoid type, fever is the outstanding 
feature. This condition has often been considered 
to be typhoid until the physician has been impressed 
by the negative Widal test, with agglutination of 
the blood to the bacterium tularense. 

In all types there is fever characterized by an 
initial rise, a remission of two to three days, and a 
secondary rise. Leucocytosis is present to the ex- 
tent of about 16,000. A skin eruption was noted in 
32 cases and varied from a rash to a maculopapular 
eruption. Convalescence is slow, requiring about a 
month. In the 679 cases reviewed there were 24 


deaths. The fatal cases terminated in broncho- 
pneumonia, lobar pneumonia, or meningitis. 


Important aids in the diagnosis of the condition 
are a history of rabbit handling or tick-bite, a pri- 
mary papule followed by ulceration, persistent 
glandular enlargement in regional nodes, and fever 
of from two to three weeks’ duration. The existence 
of the disease can be proved by agglutination of the 
bacterium tularense by the patient’s serum or by 
isolation of the bacilli from the guinea-pig after 
inoculation of the animal with material from the 
primary lesion. Agglutinins may be demonstrated 
after the first week of the disease and often remain 
present in the serum for years after the patient has 
recovered from the illness. Human tularemia may 
show cross agglutination of the brucella abortus 
and brucella melitensis. ‘This is much slower than 
agglutination of the bacterium tularense. The re- 
verse also is true. Bacterium tularense can be iso- 
lated from man only after animal inoculation with 
material from the lesion prepared and injected sub- 
cutaneously. Necropsy on the animal will show 
gray granular caseation of the lymph nodes and 
white necrotic foci on the spleen. Material from 
the dead animal rubbed on the shaven, abraded 
skin of another guinea-pig will bring about the trans- 
fer of the disease. Culture of bacterium tularense 
may be acquired by inoculation of blood dextrose 
cystine agar with heart blood or spleen and liver 
substance from the dead animal. 

The author reviews notes on the lesion in 5% 
cases of skin eruption and subcutaneous nodes. 
There are also case histories on 24 fatal cases. 

WituiaM J. Pickett, M.D. 


Baroni, B.: Experimental Actinomycosis (Actino- 
micosi sperimentale). Arch. ilal. di chir., 1928, xxi, 
529. 

Baroni made a number of experiments with 
regard to actinomycosis infection, using the strain 
actinomyces asteroides which D’Agata had isolated 
three years previously from a case of actinomycosis 
of the forearm. Having found that the strain had 
lost some of its virulence, the author increased its 
virulence so that it caused a florid infection in rats. 

In all, eighty-nine animals were inoculated 
eighteen white rats, ten gray rats, twenty-eight 
guinea-pigs, twenty-nine rabbits, and four cats. 
Broth cultures grown preferably on Pollacci agar 
were used. The inoculation was made by injection 
into the jugular vein in guinea-pigs and rabbits, by 
intracardiac injection in rats, by injection into a 
branch of the mesenteric vein in a guinea-pig and 
rabbit to bring about immediate infection of the 
liver, by intraperitoneal injection in some of all the 
species of animals, by subcutaneous injection in rats 
and rabbits, by epidermal injection in rabbits, and 
by intratesticular injection in guinea-pigs, rabbits, 
and rats. 

Injection into the jugular vein and intracardiac 
inoculation caused an acute generalized form of 
actinomycosis localized particularly in the lungs and 
myocardium and associated with the formation ol 
pseudotubercles. There were no nodules in the 
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spleen or in the lymphatic glands and few in the 
intestinal tract and the female genitalia. The male 
genitals and the liver were most affected. The pro- 
cess was frequently localized in the brain. Death 
was often spontaneous. For the first twelve days the 
nodules showed more exudative than proliferative 
phenomena, but later, proliferation predominated 
over exudation. 

Inoculation into a branch of the mesenteric vein 
produced nodules only in the liver in the form of 
club-shaped structures. 

Inoculation into the peritoneum brought about a 
disseminated process with a subacute or chronic 
course which terminated with healing in the rabbit 
and guinea-pig and showed a tendency to extend 
in the rat and the cat. Rats and cats rarely showed 
a tendency toward spontaneous recovery. The 
structure of the actinomycotic granulomata was 
almost the same in all of the animals. 

Direct inoculation into the testicle caused the 
development of abscesses. The micro-organisms 
were found rarely and only in the form of filaments. 

Subcutaneous inoculation brought about cir- 
cumscribed abscesses which sometimes opened and 
healed spontaneously. The actinomyces were gen- 
erally in the form of filaments. The club-shaped 
structures differed morphologically from those found 
in other sites. 

Epidermal inoculation was negative. 

Following intravenous and intraperitoneal in- 
oculation, nodules were found in the kidneys. 

Cultures made with the material from fresh 
nodules were positive, whereas cultures made from 
older nodules were sometimes positive and some- 
times negative. 

The experiments prove definitely that inoculation 
of actinomycosis is possible. The author attributes 
the negative results obtained by some experimenters 
to special conditions of the actinomyces at the time 
of isolation or inoculation. 

Auprry G. Morcan, M.D. 


EXPERIMENTAL SURGERY 


Gruzdev, V.: Injuries from Colored Pencils (Ucber 
Tintenbleistiftverletzungen). Vraéebnaja gaz., 1928, 
iii, 209. 

After reporting two cases of conjunctival injury 
and two cases of cutaneous injury from colored 
pencils, the author reviews his findings with regard 
to such injuries in experiments on animals. He 


demonstrated that the anilin dye contained in the 
pencil point causes a connective-tissue necrosis 
with the formation of a zone of infiltration and 
granulations stained with the dye suggesting a rap- 
idly growing, aseptic inflammatory tumor. He rec- 
ommends immediate radical removal of the tumor. 
Brock (Z). 


* Hilse, A.: Experimental Free Fat Transplantation: 


Histological Findings (Histologische Ergebnisse 
der experimentellen freien Fettgewebtransplanta- 
tion). Beitr. s. pathol. Anat. u. s. allg. Pathol., 1928, 
Ixxix, 592. 

In experiments with free transplantation of fatty 
tissue in rabbits and dogs to determine the haemo- 
static properties of such tissue in haemorrhage of 
parenchymatous abdominal organs, the author had 
the opportunity to make a histological study of the 
changes occurring in the transplants. ‘The serial 
sections yielded information regarding the fate of 
freely transplanted fatty tissue, the microscopic 
changes occurring in it, the part that perishes and 
the part that remains, and whether and’ how re- 
generation of fatty tissue cells takes place. The 
conditions of the investigation were particularly 
favorable in that the transplantation of fatty tissue 
was made into a bed of a different sort of tissue and 
in a region that contained no fatty tissue. Moreover, 
the fatty tissue transplanted onto wounds on the 
surface of the liver, kidney, or spleen was not sub- 
jected to changes in its static relations or to func- 
tional demands in the way of traction or pressure, 
and its viability was favored by the rich blood supply 
of the organ. . 

On the basis of his investigations, the author con- 
cludes that, in general, the transplant in the form of 
structurally differentiated fatty tissue is destroyed. 
However, it does not perish in all of its constituents, 
that is, become necrotic. On the contrary, a res 
toration of the old normal structure of fatty tissue 
takes place. As this occurs even in regions where no 
fatty tissue is present, it is impossible for the young 
fat cells to be formed by substitution from similar 
tissue in the vicinity. In the experiments reviewed 
the regeneration resulted only when no functional 
demands foreign to the nature of the transplant 
were made upon it. 

The author believes that clinical failures in the 
transplantation of fatty tissue are due to technical 
errors in the operation or absence of indications for 
the procedure. F'Lesu-Tuesesius (Z). 








BIBLIOGRAPHY of CURRENT LITERATURE 


Nore. THe 


3oLp Face Figures in Brackets av tHe Ricur or A Rererence INpicaTe THE PAGE or Tuts 


Issur on Wiien an Apsrracr or tHe Articie Rererrep to May Be Founp. 


SURGERY OF THE 
Head 


A study of 520 cases of fractures of the skull. J. A. 
McCreery and F. B. Berry. Ann. Surg., 1928, Ixxxviii, 
Xgo. 308 

Cranioplasty for closure of defect. B. NeuBpaurer. Ann. 
Surg., 1928, Ixxxviii, 1104. 

Cranioplasty by the split-rib method. R. C. Brown. J. 
College Surg. Australasia, 1928, i, 238. 309 

Prosthetic aids in reconstructive surgery about the head; 
presentation of a new method. F. L. Leperer. Arch. 
Otolaryngol., 1928, viii, 531. [309] 

Immediate prostheses for maxillary injuries. R. Tu- 
LASNE. Presse méd., Par., 1928, xxxvi, 1338. 

Congenital malformations of the face. J. Este.ta and 
B. pe Castro. Clin. y lab., 1928, xiv, 276. 

Successful anastomosis of Stenson’s duct. H. 5S. BLack 
and P, W. FLaccr. South. M. & S., 1928, xc, 755. 


Eye 

A foreign body in the orbit. Report of a case. W. D. 
ROWLAND. J. Ophth., Otol. and Laryngol., 1928, xxxii, 393. 

The removal of magnetizable metal from the eyeball. 
W. C. Bane. Colorado Med., 1928, xxv, 385. 

Perforating eye injuries of young children. F. H. 
Ropin. California & West. Med., 1928, xxix, 338. [309] 

Gumma of the orbit. T. LeWin and C. Wuitr. N. 
York State J. M., 1928, xxviii, 1417. 

Orbital teratoma removed through a Kroenlein incision. 
W. B. Wetier. Am. J. Ophth., 1928, xi, 971. 

Plastic surgery about the eyes. A. G. Berrman. Ann. 
Surg., 1928, Ixxxviii, 994. 

Plastic operations on the eyelids and other soft parts 
of the face. J. Imre. 1928: Budapest, Studium Verlag. 

The technique of the Motais operation for ptosis. W. W. 
Weeks. Am. J. Ophth., 1928, xi, 879. 309 

Ankyloblepharon. F. H. Ropin. Am. J. Ophth., 1928, 
xi, o&81. 

Correction of defect due to third nerve paralysis. M. 
Wiener. Arch. Ophth., 1928, lvii, 597. 309] 

Clonus of the internal rectus. J. J. Horton. Am. J. 
Ophth., 1928, xi, 982. 

Concomitant strabismus and heterophoria. K. R. 
Smitu. Brit. J. Ophth., 1928, xii, 581. [309] 

The optometry problem. W. B. Lancaster. J. Am. M. 
Ass., 1928, xci, 1847. 

Myopia is essentially a pathological condition. T. J. 
Dimitry. New Orleans M. & S. J., 1928, Ixxxi, 432. 

Theories of accommodation. M. U. Troncoso. Am. J. 
Ophth., 1928, xi, 976. 

Bifocals for golfers. H. W. Cuampiin. Am. J. Ophth., 
1928, xi, 983. 

Light transmission by colored spectacle lenses in the 
visible spectrum. L. D. Repway. Am. J. Oputu., 1928, 
XI, 9073. 


HEAD AND NECK 


“ Auto goggles”? to hold red glass for muscle test. L. L. 
McCoy. Am. J. Ophth., 1928, xi, 982. 

Two cases of ocular phototraumatism produced by ultra 
violet rays. P. SATANOWSKy. Semana méd., 1928, xxxv, 
278. 

The card proptometer. 
1928, xi, g&t. 

The relations between ophthalmology and internal medi 
cine. H. FrtepeNwaALp. Pennsylvania M. J., 1928, xxxii, 
162. 

Ocular symptomatology in dengue. Based on an analysis 
of 1,241 cases. W. D. Gitt. Arch. Ophth., 1928, lvii, 625. 

A case of rhinosporidium kinealyi. J. N. DucGoan. 
Brit. J. Ophth., 1928, xii, 526. |309] 

Secondary anthrax of the eye. N. T. Crark. J. South 
Carolina M. Ass., 1928, xxiv, 271. 

Aseptic serous meningitis following an intra-ocular for- 
eign body. F. W. Law. Brit. J. Ophth., 1928, xii, 644. 

Tuberculin therapy in ocular tuberculosis. O. Brrc- 
HAUSEN. Arch. Ophth., 1928, Ivii, 583. {310} 

The causes and treatment of glaucoma and their relation 
to general medicine. P. E. Mornarpr. Presse méd., Par., 
1928, xxxvi, 1287. 

Some modern preparations used in the treatment of 
glaucoma. S. R. Girrorp. Arch. Ophth., 1928, lvii, 612. 

{310} 

Dacryocystitis and its treatment—past and present. 
I’. M. HaNGer. Virginia M. Month., 1928, lv, 607. 

Chronic dacryocystitis treated by Mosher’s external 
operation. H. Tittey. Proc. Roy. Soc. Med., Lond., 1928, 
xxii, 160. 

A large implantation cyst of the conjunctiva. FE. Wovrr. 
Proc. Roy. Soc. Med., Lond., 1928, xxii, 22. {310| 

A typical form of familial degeneration of cornea 
(Fleischer). C. H. Cuou. Arch. Ophth., 1928, lvii, 574. 

{310} 

The nature of so-called Koeppe nodules. G. S. Derpy. 


Kk. Jackson. Am. J. Ophth., 


Arch. Ophth., 1928, lvii, 561. {310| 
A case of sarcoma of the iris. B. Cuance. Am. J. 
Ophth., 1928, xi, 859. [310] 
Primary melanosarcoma of the iris. C. A. Younc. Am. 
J. Ophth., 1928, xi, 864. [310] 


Congenital cataract. R. K. HAanpu. Antiseptic, 1928, 
xxv, 669. 

Malaria as a cause of cataract. 
Indian M. Gaz., 1928, Ixiii, 697. 

The rdle of the lens capsule in the complications of the 
cataract operation. A. Knapp. J. Am. M. Ass., 1928, XC, 
1704. 
Postoperative cataract infections. W. S. FRANKLIN and 
F. C. Corpes. J. Am. M. Ass., 1928, xci, 1977. 

Mental disturbances following operations for cataract. 
A. GREENWoop. J. Am. M. Ass., 1928, xci, 1713. 

The loss of vitreous in cataract extraction. B.C. ELLeTT. 
J. Am. M. Ass., 1928, xci, 1797- 


382 


EE. W. O’G. Kirwan. 
































BIBLIOGRAPHY OF CURRENT LITERATURE 383 


The problem of the secondary cataract. D. T. Atkinson. 
J. Ophth., Otol. and Laryngol., 1928, xxxii, 385. 

Interpretation of the visual field. N. L. WiLson. 5. 
Med. Soc. N. Jersey, 1928, xxv, 783. 

Application of the bar- reader to campimetry, stereo- 
campimetry, and other purposes. M. Davipson. Am. J. 
Ophth., 1928, xi, 966. 

An unusual case of macular degeneration. F. W. Law. 
Brit. J. Ophth., 1928, xii, 646. 

Bilateral obstruction of the central retinal arteries. F. 
Jurer. Brit. M. J., 1928, ii, 791. 31 

Diagnostic and prognostic significance of retinal hamor- 
rhage. F. W. Lams. Ohio State M. J., 1928, xxiv, 949. 

Angiopathia retine traumatica (Purtscher): with some 
remarks on pigment migration. C. H. Cuovu. Brit. J. 
Ophth., 1928, xii, 570. {311] 

Thrombosis of the central retinal vein: case report. F. 
HI. Rosesroucn. Texas State J. M., 1928, xxiv, 533. 

Retinal disease with massive exudation; report of a 
case. W. G. MENGEL. J. Med. Soc. N. Jersey, 1928, xxv, 
788. 

The treatment of papillaedema with increased intra- 
cranial tension. G. Evans. Brit. M. J., 1928, ii, 1092. 

Surgical technique for the removal of subretinal cyst- 
icercus. R. Strva. Am. J. Ophth., 1928, xi, 867. (311) 


Ear 

Yearbook of ear, nose, throat, and allied conditions. 
Vol. 5. Kari L. SCHAEFER. 1928: Berlin, Springer. 

Handbook of special surgery of the ear and upper air 
passages. Vol. 1, Ed. 4. F. BLUMENFELD and R. Horr- 
MANN. 1928: Leipzig, Kabitzsch. 

Projecting or lop ear. A. J. WacrRs. Med. J. & Rec., 
1928, Cxxviii, 623. 

The relation of otolaryngological disease to mental dis- 
ease. G. B. M. Free. Arch. Otolaryngol., 1928, viii, 707. 

Otological and other manifestations of a diet deficient 
in vitamins: animal experimentation. R. A. Bartow. 
Arch. Otolaryngol., 1928, viii, 6209. 

The pathology of otosclerosis. O. MAYER. J. Laryngol. 
& Otol., 1928, xliii, 843. 

Otitic pyemia without sinus thrombosis. 
Laryngoscope, 1928, XXXViii, 785. 

Zinc ionization in the treatment of purulent otitis media. 
I. B. BLackmar. J. Med. Ass. Georgia, 1928, xvii, 540. 

Roentgenographic examination of the mastoid apophysis. 
A. M. Marque and S. L. Arauz. Semana méd., 1928, 
XXXV, ITIO. 

Short reports of five interesting cases of acute mastoid- 
itis. C. H. Smiru. Laryngoscope, 1928, Xxxviii, 794. 

A case of complete facial paralysis and meningitis during 
acute mastoiditis. D. N. Husix. Laryngoscope, 1928, 
XXXviii, 790. 

Conditions affecting the prognosis of acute suppurative 
mastoiditis. L. W. Gorton. Tri-State Med. J., 1928, i, 61 


T. E. BEYER. 


Nose and Sinuses 


A case of goundou. W. S. SHARPE. 
Med., Lond. , 1928, xxii, 7. 

Nasal polypi i in an eight- year-old child. Case presenta- 
tion. A. Micuae.is. Laryngoscope, 1928, a 776. 

Complete occlusion of the posterior choane. C. A. S. 
Ripout. Proc. Roy. Soc. Med., Lond., 1928, xxii, sar 

The prevention of nasal deformities following ‘the sub- 
mucous operation. W. W. Carter. Arch. Otolaryngol., 
1928, viii, 555. 

The tear-reflex test for asthma of nasal origin. 

Wuarry. Brit. M. J., 1928, ii, 985. 


Proc. Roy. Soc. 


H. M. 


The rhinological problem in asthma. 
Illinois M. J., 1928, liv, 417. 

The accessory sinuses. J. T. Crespin. Tri-State Med. 
J., 1928, i, 63. 

’Sinus conditions associated with cough in tuberculosis. 
H. Sr. J. Wititams. N. York State J. M., 1928, xxviii, 
1400. 

Tampon treatment of sinus disease in children. R. FE. 
Asatey and A. G. Raw tins, California & West. Med., 
1928, xxix, 408. 

The use of lipiodol as an aid to the diagnosis of nasal 
sinus conditions. A preliminary report. A. I. Wet and 
W. F. Henperson. New Orleans M. & S. J., 1928, Ixxxi, 
426. 

Frontal pain, with absence of the frontal sinus; operation; 
cure. H. Koscu. Proc. Roy. Soc. Med., Lond., 1928, xxii, 
160. 

Chronic suppuration of the maxillary sinus, including 
oral fistulas: operative cure. J. H. Harter. Arch. 
Otolaryngol., 1928, viii, 523. [311] 

The formation and histological structure of cysts of the 
maxillary sinus. G. W. McGrecor. Arch. Otolaryngol., 
1928, vili, 505. [311] 

Empyema of the maxillary antrum. D. Levi. Proc. 
Roy. Soc. Med., Lond., 1928, xxii, 147. 

Roentgenological signs which indicate extension of in- 
fection from the ethmoid and sphenoid sinuses to the base 
of the skull. G. E. Pranter. Arch. Otolaryngol., 1928, 
viii, 638. 

Optic neuritis following sphenoidal sinusitis located by 
the differential exploratory test. P. WaAtTsoN-WILLIAMS. 
Brit. M. J., 1928, ii, 1030. 


B. HASELTINE, 


Mouth 


Variations and abnormalities in the position of the teeth 
in erythrocebus, the patas monkey. Sir F. Cotyer. Proc. 
Roy. Soc. Med., Lond., 1928, xxii, 237. 

Some aspects of dental sepsis: focal and residual. T. 
NuTHALL. Lancet, 1928, ccxv, 1285. 

Dental cysts. P. Lista and P. Dureno. Arch. de med., 
cirug. y especial, 1928, ix, 417. 

Dead tracts in dentine. E. W. Fisu. 
Med., Lond., 1928, xxii, 227. 

Tumor of the base of the tongue. W. H. Jeweii. Proc. 
Roy. Soc. Med., Lond., 1928, xxii, 162. 

Cancer of the tongue and floor of the mouth. G. M. 
DorRance and J. K. McSuane. Ann. Surg., 1928, lxxxviii, 
1007. 

Two cases of cancer of the tongue operated upon under 
colonic ether anesthesia. ‘T. L. Chiplonkar. Antiseptic, 
1928, xxv, 663. 


Proc. Roy. Soc. 


Pharynx 


Retropharyngeal abscess secondary to a foreign body in 
the _—- D. L. Seweir. Brit. M. J., 1928, ii, 
113 

tuberculous lymphadenitis. S. Frm- 
ENDORF. Extrapulmonale Tuberkul., 1928, ii, 162. 

Resection of the styloid process. L. P. Piper. 
M. J., 1928, liv, 432. 

A membrane on the palate, pharynx, and larynx. W. 
M. Motutson. Proc. Roy. Soc. Med., Lond., 1928, xxii, 
164. 

Intramuscular injections of bismuth, a specific treat- 
ment for Vincent’s angina. O. C. Ricny. Tri-State Med. 
J., 1928, i, 47. ; 

Pharyngo- ee diverticulum: case report. W. C. 
PumpELLy. South. M. J., 1928, xxi, 1021. 


Illinois 








384 INTERNATIONAL ABSTRACT OF SURGERY 


Cystic tumor of the pharynx. J. A. Gres. Proc. Roy. 
Soc. Med., Lond., 1928, xxii, 162. 

Tonsillectomy or galvanopuncture? C. B. Way. Lancet, 
1928, CCXV, 1307. 

Electrodesiccation for the removal of tonsils. W. T. 
Power. Med. J. & Rec., 1928, cxxviii, 641. 

Local tonsillectomy by the LaForce method. S. Coen. 
Laryngoscope, 1928, xxxviii, 799. 

A new tec hnique for the ligation of vessels in tonsillect 
omy. W. A. Wetis. Arch. Otolaryngol., 1928, viii, 657. 

Tonsillectomy in pulmonary tuberc ulosis. J. C. Boone. 
J. Indiana State M. Ass., 1928, xxi, 518. 

Sections of tonsils, one of which formed a large tumor 
filling the pharynx. L. PowrLi. Proc. Roy. Soc. Med., 
Lond., 1928, xxii, 163. 

Lymphosarcoma of the tonsils. W. M. Mouiison. Proc. 
Roy. Soc. Med., Lond., 1928, xxii, 161. 


Neck 


The value of determination of the basal metabolism in 
the diagnosis and treatment of diseases of the thyroid gland. 
I’. Merke. Deutsche Ztschr. f. Chir., 1928, cex, 36. 

The basal metabolism in the diagnosis of Basedow’s dis- 
ease. M. Lappé. Presse méd., Par., 1928, xxxvi, 1297. 

Diseases of the thyroid. B. Breirner. 1928: Berlin, 
Springer. 

Occupational diseases of the thyroid, their clinical char- 
acteristics and surgical treatment. A. D. KapLan, R. M. 
STAROSCHKLOWSKAJA, and I. A. GoLjJAnitrzki. Mitt. a. d. 
Grenzgeb. d. Med. u. Chir., 1928, xli, 159. 

The relationship of hyperthyroidism to joint conditions. 
W. S. Duncan. J. Am. M. Ass., 1928, xci, 1779. 

The effect of iodine upon experimental hyperthyroidism 
in man. A. Carson and W. Dock. Am. J. M. Sc., 1928, 
clxxvi, 7or. [312] 

New views on iodine treatment of. hyperthyroidism. 
L. DAUTREBANDE. Presse méd., Par., 1928, xxxvi, 1362. 

Radiation treatment of hyperthyroidism. B. L. W. 
Crarke. Med. J. Australia, 1928, ii, 670. 

The recognition and treatment of goiter. 
J.-Lancet, 1928, xviii, 561. 

Indemic goiter in rabbits. I. Incidence and character- 
istics. A. M. Cuesney, T. A. CLawson and B. WEBSTER. 
Bull. Johns Hopkins Hosp., Balt., 1928, xliii, 261. 

Endemic goiter in rabbits. If. Heat production in 
goitrous and non-goitrous animals. B. Wesstrer, T. A. 
Crawson, and A. M. Cuesney. Bull. Johns Hopkins 
Hosp., Balt., 1928, xliii, 278. 

endemic goiter in rabbits. III. The effect of the admin- 
istration of iodine. Wesster and A. M. Cuesney. 
Bull. Johns Hopkins Hosp., Balt., 1928, xliii, 291. 


A. S. JACKSON. 


SURGERY OF THE 


Brain and Its Coverings; Cranial Nerves 


Some considerations on head injuries. D. Armour. 
Proc. Roy. Soc. Med., Lond., 1928, xxii, 11. [314] 
The differential diagnosis and treatment of cerebral 
states consequent upon head injuries. C. P. Symonps. 
Brit. M. J., 1928, ii, 829. [314] 
Traumatic compression of the brain and its operative 
treatment. I. Dygrup. Hosp. Tid., 1928, Ixxi, 35, 49, 75, 
101, 137. 
Narcolepsy. E. ¢ 
M. Ass., 


Turasu and J. C. Masser. J. Am. 


1928, xci, 1802. 


The management of parenchymatous goiter with jod- 
tropon. F. G. Eunrke. Med. Klin., 1928, xxiv, 1240. 

The surgical goiter. T. H. LENNtr. Canadian M. Ass. 
J., 1928, xix, 687. 

The prevention of recurrent goiter. J. E. Erse. Surg. 
Clin. N. Am., 1928, viii, 1375. 

Toxic goiter. A. B. Cooke. 
1928, xxix, 378. 

The treatment of Basedow’s disease. M. 
Ugesk. f. Laeger, 1928, xc, 623. 

Curing Basedow’s disease by means of ‘‘cold”’ diathermy. 
H. ScowWeRDTNER. Med. Klin., 1928, xxiv, 1087. 

The constitutional entity of exophthalmic goiter and so 
called ge adenoma. A. S. Wartruin. Ann. Int. Med., 
192%, ll, 553. 

Cc Semen occurring in the thyroid in exophthalmic goiter 
after iodinization. S.O. BLack. Internat. J. Med. & Surg., 
1928, xli, 593. 

The effective range of iodine dosage in exophthalmic 
goiter. W. O. THompson, A. G. Brattey, and P. kK. 
Tuompson. J. Am. M. Ass., 1928, xci, 17109. 

Islands of toxic goiter tissue. Recurrence of symptoms 
of exophthalmic goiter eight months after thyroidectomy. 
J. B. McNertuney and W. B. McNertuney. Surg. 
Clin. N. Am., 1928, viii, 1489. 

The parathyroid glands: their relationship to the thyroid, 
with special reference to hyperthyroidism. I. P. Mc 
Cutrtacu. Arch. Int. Med., 1928, xlii, 546. |312] 

Laryngeal and pharyngeal paralysis in tabes. Bb. 
FRE ee Rev. oto-neuro-oftalmol. y de cirug. neurol., 
1928, Ill, 456. 

Cc Some subglottic hg pt in a child. W. M. Mou.t- 
son. Proc. Roy. Soc. Med., Lond., 1928, xxii, p6r. 

Laryngitis in the tuberculous. F. R. VIEREGG. J. Okla- 
homa State M. Ass., 1928, xxi, 358. 

Laryngeal tuberculosis; a study of 500 patients treated 
at the Maryland State Sanatorium from 1923 to 1925. 
I. A. Looper and L. V. Scunemper. J. Am. M. Ass., 1928, 
xci, 1012. {313} 

Removal of a benign tumor of the larynx with potassium 
bichromate. R. M. Coipert. Arch. Otolaryngol., 1928, 
viii, 715. 

Radium treatment of intrinsic carcinoma of the larynx. 
N.S. Frnzrand D. Harmer. Brit. M. J., 1928, ii, 8806. 

Laryngofissure for epithelioma. Case shown six years 
after —. Str St. C. Tuomson. Proc. Roy. Soc. 
Med., Lond., 1928, xxii, 157. 

Intrinsic cancer ‘of the larynx operated on by laryngo 
fissure; immediate and ultimate results. Str St. C. THomson, 
Arch. Otolaryngol., 1928, viii, 377. |313} 

A two-stage laryngectomy. G. Bb. New. Surg., Gynec. 
& Obst., 1928, xlvii, 826. 


California & West. Med., 


FENGER. 


NERVOUS SYSTEM 


Epilepsy. L. ScuornBAveR. Zentralbl. f. Chir., 1028, 
lv, 2009. 

The relation of organic brain — to epilepsy. FE. B. 
Brock. Ann. Int. Med., 1928, 

ae R. eons.” 
1928, ill, T. 

oer “linical observations which re-aflirmed my concep- 
tion of the prefrontal lobe; its relation to speech. J. 
ABALos. Arch. argent. de. neurol., 1928, iii, 1. 

The ocular examination and the syndrome of intra- 
cranial hypertension. J. Botiack and F. Hartmann. Rev. 
oto-neuro-oftalmol. y de cirug. neurol., 1928, iii, 449. 


53! 
Arch. argent. de neurol., 








pl 
Li 


W 


XX 


G. | 
cl, 3 

I 
wit} 
Pat 











tra- 
tev. 








BIBLIOGRAPHY OF CURRENT LITERATURE 385 


Alloplastic dural replacement; an experimental study. 
A. OBERNIEDERMAYR. Arch. f. klin. Chir., a, cl, — 

A case of congenital cerebral aneurism. FE. L. GRrarr. 
Guy’s Hosp. Rep., Lond., 1928, xxviii, 493. {315] 

Encephalitis periaxialis diffusa (Schilder’s disease). E. 
D. MacnamMara. Proc. Roy. Soc. Med., Lond., 1928, xxii, 


74- 

Encephalitis periaxialis diffusa of Schilder (?). C. 
Worster-DrouGut. Proc. Roy. Soc. Med., Lond., 1928, 
xxii, 174. 

Encephalitis periaxialis diffusa of Schilder (?). C. 
Worster-Droucutr and L. MAnvet. Proc. Roy. Soc. 
Med., Lond., 1928, xxii, 175. 

Encephalitis periaxialis diffusa (Schilder’s disease) (?). 
R. E. Lucas. Proc. Roy. Soc. Med., Lond., 1928, xxii, 176. 

Meningo-encephalitis. I. M. Titcoms. Proc. Roy. Soc. 
Med., Lond., 1928, xxii, 143. 

Cysticercosis of the brain. W. BrouGHTon-ALcock, W. 
I. SteveNSON, and C. Worster-Droucut. Brit. M. J., 
1928, ii, g8o. 

Brain abscess of otitic origin. 
Med., 1928, xxvii, 571. 

Drainage of brain abscess. Sir P. SARGENT. 
J., 1928, ii, 971. 

A unilateral lesion of cerebellum (tuberculoma?); re- 
covery. I. M. ALLEN. Proc. Roy. Soc. Med., Lond., 1928, 
xxli, 134. 

Tuberculoma of the brain. I. H. Scurorn. J. Med., 
Cincinnati, 1928, ix, 485. 

The treatment of brain tumor with roentgen rays. G. 
Mepakovic. Med. Pregl., 1928, iii, 63. 

Electrosurgery as an aid to the removal of intracranial 
tumors. H. Cusninc and W. R. Bovre. Surg., Gynec. & 
Obst., 1928, xlvii, 751. 

Venous abnormalities and angiomata of the brain. W. 
E. Danny. Arch. Surg., 1928, xvii, 715. 

Endotheliomata of the dura mater. A. JAkos. Rev. 
oto-neuro-oftalmol. y de cirug. neurol., 1928, iii, 431. 

Studies in neurology. I. The phylogenetic continuity 
of the central nervous system. S. INGvAR. Bull. Johns 
Hopkins Hosp., Balt., 1928, xliii, 315. 

Bell’s palsy. W. Martin. Med. J. & Rec., 1928, cxxviii, 
643. 

Paralyses of the recurrent laryngeal nerve. J. B. 
McNErTHNEY and W. B. McNertuney. Surg. Clin. N. 
Am., 1928, viii, 1479. 

Nevus and left-sided hemiplegia. T. Brusurrecp. 
Proc. Roy. Soc. Med., Lond., 1928, xxii, 138. 

Nevus and hemiplegia. Shown for comparison with 
previous case. T. Brusurietp. Proc. Roy. Soc. Med., 
Lond., 1928, xxii, 138. 

Disseminated sclerosis with Argyll-Robertson pupil. C. 
Worste R-DrouGut. Proc. Roy. Soc. Med., Lond., 1928, 
xxii, 176. 

Bilateral acoustic neurofibromata. T. A. SHALLOw. 
Ann. Surg., 1928, lxxxviii, 1100. 


I. A. KteH_e. Northwest 


Brit. M. 


SURGERY OF 


Chest Wall and Breast 


The pathology and treatment of the bleeding breast. J 
or Knortacn and K. Urpan. Arch. f. klin. Chir., 1928, 
Cl, 355- 

"Fibrosis of the breast and tumor formation in connection 
with it. H. Kureckens. Beitr. z. path. Anat. u. z. allg. 
Path., 1928, Ixxx, 40. 


Spinal Cord and Its Coverings 


The present-day technique of examination of the spinal 
cavities with lipiodol. J. Forestier. Radiology, 1928, 
xi, 481. 

Radiculitis in relation to abdominal lesions. J. H. 
Wootsey. Surg. Clin. N. Am., 1928, viii, 1545. 

Three cases of spinal cord tumors. G. W. Swirt. Surg. 
Clin. N. Am., 1928, viii, 1525. 

The resistance of the medulla to tumor compression. A. 
Lespros. Presse méd., Par., 1928, xxxvi, 1338. 

Syringomyelia and syringobulbia. I. M. ALLEN. Proc. 
Roy. Soc. Med., Lond., 1928, xxii, 178. 

Subacute combined degeneration of spinal cord without 
anemia. I. M. ALLEN. Proc. Roy. Soc. Med., Lond., 1928, 
xxii, 177. 


Peripheral Nerves 


A case of traumatic neuritis; an accident of labor. 
Martinez. Prog. de la clin., Madrid, 1928, xvi, 759. 

Musculospiral injury complicating fracture of humerus. 
B. NeuspAver. Ann. Surg., 1928, Ixxxviii, 1104. 

The operative treatment of traumatic ulnar neuritis at 
the elbow. H. Pratr. Surg., Gynec. & Obst., 1928, xlvii, 
822. 

Syphilitic sciatica. GAGGERO. Rev. méd. d. Uruguay, 
1928, xxxi, 182. 

Chronic progressive hypertrophic interstitial neuritis. 
W. E. Rees. Proc. Roy. Soc. Med., Lond., 1928, xxii, 174. 


Sympathetic Nerves 


An experimental and clinical contribution to the ques- 
tion of the innervation of the vessels. R. Lericne and R. 
FontTaIne. Surg., Gynec. & Obst., 1928, xlvii, 631. [315] 

Vasomotor and reflex sequel of unilateral cervical and 
lumbar ramisectomy in a case of Raynaud’s disease, with 
observations on tonus. J. F. Furron. Ann. Surg., 1928, 
Ixxxviii, 827. [315] 


Miscellaneous 


The comparative anatomy of epicritic and protopathic 
sensation. H. H. Woottarp. Med. J. Australia, 1928, ii, 
544. 

An experimental study of certain visceral sensations. 
Lect. If. E. P. Poutron. Lancet, 1928, cexv, 1277. 

Physiotherapy of pruritis. P. BérouLte. Presse méd., 
Par., 1928, xxxvi, 1290. 

Meningitis. Brit. M. J., 1928, ii, 1094. 

Infection of the meninges by bacillus lactis aerogenes. A. 
DEANE and G. SHera. Lancet, 1928, ccxv, 1237. 

A case of meningocystocele. L. Parr. Zentralbl. f. 
Gynaek., 1928, lii, 2040. 

The field of neurosurgery. W. Penrretp. Canadian M. 
Ass. J., 1928, xix, 654. 


THE CHEST 


Chronic cystic mastitis—its relation to cancer of the 
breast. A. R. KrrGore. California & West. Med., 1928, 
xxix, 289. {317} 

Cancer of the breast. H. B. Woop. Med. J. & Rec., 
1928, cxxviii, 567. 

clinical index of malignancy for carcinoma of the 
breast. B. Jf. Lee and J.G. Sruspensporp. Surg., Gynec. & 
Obst., 1928, xlvii, 812. 








386 INTERNATIONAL ABSTRACT OF SURGERY 


Trachea, Lungs, and Pleura 


Tracheotomy: the technique and after-care of the pa- 
tient. W. H. Prroteau. Surg., Gynec. & Obst., 1928, 
xlvii, 848. 

A case of primary carcinoma of the trachea. S. IGLAvER. 
J. Med., Cincinnati, 1928, ix, 483. 

Bronc ‘hography according to the passive technique: the 
method of choice for the roentgenologist. A. OCHSNER. 
Radiology, 1928, xi, 412. [317] 

Massive atelectasis of the lung following bronchoscopy. 
J. V. Cassavy. Arch. ee” 1928, viii, 520. 

Bronchomycosis. W. Srovatt and H. P. Greevey. 
J. Am. M. Ass., 1928, on 1346. (317) 

Pulmonary actinomycosis. T. W. Preston. Brit. M. 
J., 1928, ii, 1172. 

The selection of — of pulmonary tuberculosis for 
surgical intervention. FE. W. ArcutpaLtp. New England 
J. Med., 1928, cxcix, san [318] 

Surgical operations in the treatment of pulmonary tu- 
berculosis. W. H. Tuearte. California & West. Med., 
1928, xxix, 309. [318] 

The surgical treatment of pulmonary tuberculosis. H. 
N. Pace. J. Med. Ass. Georgia, 1928, xvii, 536. 

The treatment of pulmonary tuberculosis, with special 
reference to surgical collapse. L. J. Moorman. J. Okla- 
homa State M. Ass., 1928, xxi, 354. 

The value of phrenicectomy in the treatment of pul- 
monary tuberculosis. Icnox. Arch. de med., cirug. y 
especial., 1928, ix, 446. 

Surgical collapse of the chest wall as a method of treat- 
ing pulmonary tuberculosis. B. N. Carrer. J. Med., 
Cincinnati, 1928, ix, 431. {[318] 

The a production of postoperative abscess of 
the lung. KE. C. Curter. Edinburgh M. J., 1928, xxxv, 
213 [3 18] 

he ute localized suppuration of the lung; pneumothorax. 

G6mez-GAGGero. Rev. méd. d. Uruguay, 1928, xxxi, 180. 

Abscess of the lung. C. D. Lockwoop.’ Surg. Clin. N. 
Am., 1928, viii, 1443. 

E-xperimental production of abscess of the lung. A. V. 
S. Lampert and C. Weeks. Arch. Surg., 1929, xviii, 516. 


Pulmonary abscess—an experimental study. C. A. 
Hepsiom, M. JoANNipes, and S. RosenrHat. Ann. Surg., 
1928, Ixxxviii, 823. {319] 


Evolution of a parapneumonic pulmonary abscess; spon- 
taneous recovery. R. Catran. Bull. et mém. Soc. méd. d. 
hdép. de Par., 1928, xliv, 1439. 

The technique of treatment of deep abscesses of the 
lung. M. Satan. Zentralbl. f. Chir., 1928, lv, 1746. 

Lung abscess—two-stage drainage operation. N. W. 
GREEN. Ann. Surg., 1928, Ixxxviii, 1116. 

Congenital cystic disease of the lung. 
Surg. Clin. N. Am., 1928, viii, 1361. 

The roentgen-ray in the diagnosis of primary pulmonary 
neoplasm: report of a case. B. P. StrvetMan. J. Am. M. 
Ass., 1928, xci, 1690. 

Two cases of cancer of the lung. MepicaL STarr oF 
THB Mountain SANAToRIuM. Canadian M. Ass. J., 1928, 
xix, 698. 

i “mpyema. R. B. Betrman and N. N. Croun. J. Am. 
M. Ass., 1928, xci, 1967. 

A case of empyema accompanied by cedema of the arm. 
N. Hitt. Lancet, 1928, ccxv, 1183. 


L. ELoresser. 


Heart and Pericardium 


Air in the coronary arteries. G. J. Ruxstrnat and E. R 
LeCount. J. Am. M. Ass., 1928, xci, 1776. 


Acute indigestion in relation to coronary thrombosis. 


T. H. Corren and H. P. Rusu. J. Am. M. Ass., 1928, xci, 
1783. 

Angina pectoris. A clinical analysis of 200 cases. M. H. 
Kaun and J. Barsky. Ann. Int. Med., 1928, ii, gor. [319] 

The pathogenesis and surgical treatment of angina 
pectoris. D. Ionescu. Ztschr. f. klin. Med., 1928, cvii, 
427. 

Neurogenic disorders of the heart. E. P. Boas. Am. 
J. M. Sc., 1928, clxxvi, 789. 

Massage of the heart by rhythmic aspiration and in- 
jection of blood into the cardiac cavity as a method of re 
suscitation. D. BArimtart. Semana méd., 1928, xxxv, 1139. 

Rupture of the heart from a pyzmic abscess in the 
myocardium. G. H. Stevenson and A. J. MARSHALL. 
Glasgow M. J., 1928, cx, 337. 

A rare pericardial injury. W. SprrzmuEtier. Arch. f. 
klin. Chir., 1928, cl, 551. 

Suppurative pericarditis from the surgical viewpoint. 
I. G. ALEXANDER. Ann. Surg., 1928, Ixxxviii, 801. 


(Esophagus and Mediastinum 


Demonstration of non-opaque foreign bodies in the 
cesophagus. H. G. Retneke. Arch. Otolaryngol., 1928, 
viii, 718. 

Rupture of the cesophagus by indirect violence. J. R. 
Muropocnu. Lancet, 1928, ccxv, 1292. 

Pericesophageal phlegmon and other sequel of mechan 


ical injuries to the cesophagus. Z. SREBRNY. Warszawskie 


czasopismo lekarskie, 1928, v, 221, 243. 
Strictures of the oesophagus from lye poisoning. A. 
CamprAn. Orvosi Hetil., 1928, Ixxii, 385. {320} 
Anterior thoracic cesophagoplasty by the Roux-Nerzen- 
Lexer method. H. Wrepemann. Arch. f. klin. Chir., 1928, 


» 563. 
Dysphagia due to pharyngeal paralysis. W. M. Mo .ti- 
son. J. Laryngol. & Otol., 1928, xliii, 769. [321] 


A case of co-existing benign cesophageal and _ pyloric 
stenosis. W. L. Granam and W. H. Hatrieip. Canadian 
M. Ass. J., 1928, xix, 696. 

Carcinoma of the oesophagus. M. H. Srreicuer. Illi 
nois M. J., 1928, liv, 449. 

The effects of localized increased pressure in the medias- 
tinum upon the circulation. R. Nissen. Deutsche Ztschr. 
f. Chir., 1928, ccviii, 59. 

An intensive study of the thymus. C. J. BLoom. soa 
M. J., 1928, xxi, 905. 321) 


Miscellaneous 


Chest pains. C. M. Guton and F. S. Meara. Med. 
Clin. N. Am., 1928, xii, 623. 

The value of synchronization in the accurate diagnosis 
of chest diseases. F. M. McPuHepran and C. N. WEYL. 
Radiology, 1928, xi, 458. 

Traumatic hemothorax. F. B. Sr. Joun. Ann. Surg., 
1928, Ixxxviii, 1119. 

Dermoids of the thorax. W. R. Witttams. Med. J. & 
Rec., 1928, cxxviii, 618. 





~ 








—_—_S— 





BIBLIOGRAPHY OF CURRENT LITERATURE 387 


SURGERY OF THE ABDOMEN 


Abdominal Wall and Peritoneum 


Spontaneous haematoma of the abdominal wall. G. 
HALPERIN. Surg., Gynec. & Obst., 1928, xlvii, 861. 

Hamatoma in the sheath of the rectus abdominalis. 
I. B. St. Joun. Ann. Surg., 1928, Ixxxvfii, 1117. 

The nerve supply of the transverse suprasymphyseal in- 
cision. D. W. Tovey. N. York State J. M., 1928, xxviii, 
1466. 

Postoperative abdominal hernia. K. von Gusnar. Arch. 
f. klin. Chir., 1928, cl, 636. 

The radical operation for umbilical hernia, and a con- 
sideration of the flap operation of Brenner. EE. Durt- 
scumip. Deutsche Ztschr. f. Chir., 1928, ccx, 347. 

Predisposition to inguinal hernia. V. MoskALENKO. 
Arch. f. orthop. u. Unfall-Chir., 1928, xxvi, 503. 

Inguinal hernia and its relation to compensation. W. 
W. Ruppick. Canadian M. Ass. J., 1928, xix, 675. 

Inguinal hernia in infants. R. G. Doucuty. South M. 
J., 1928, xxi, 1007. 

Missed diagnosis of strangulated inguinal hernia. H. 
KEccers. Zentralbl. f. Chir., 1928, lv, 2135. 

The method of radical operation for inguinal hernia. A. 
GaBay. Zentralbl. f. Chir., 1928, lv, 1988. 

An operation for the radical cure of congenital oblique 
inguinal hernia in children. P. BANERJEE. Indian M. Gaz., 
1928, Ixiii, 700. 

Discussion on radical operations for inguinal and fem- 
oral hernia and their end-results. Zozon-JAROSEVIC, 
Bosrov, STEBLIN-KAMINSKyY, and others. Verhandl. d. 
18 Russ. Chir.-Kong., Moscow, 1927, p. 51. [322] 

Fascial sutures for inguinal hernia. H. H. M. Lyce. 
Ann. Surg., 1928, Ixxxviii, 870. j 32 

A new method of inguinal herniorrhaphy; with living 
fascial sutures obtained from the rectus sheath. EK. M. 
Hopckins. Surg., Gynec. & Obst., 1928, xlvii, 831. 

Muscle-fascia suture with preserved fascia and tendon. 
M. S. Rosenspiatr and M. Meyers. Surg., Gynec. & 
Obst., 1928, xlvii, 836. 

Further experiences with purely fascial herniotomy. EF. 
AnpreEws. Ann. Surg., 1928, Ixxxviii, 874. [326] 

McArthur herniorrhaphy. H. G. Hotprr. Surg. Clin. 
N. Am., 1928, viii, 1321. 

Strangulated femoral hernia. H. Battery. Brit. M. J., 
1928, li, 1033. 

Some unusual forms of strangulated hernia. EK. M. 
Fisuer. Med. J. Australia, 1928, ii, 623. 

Abdominal friction in peritonitis. W. BROADBENT. 
Brit. M. J., 1928, ii, 1036. 

Tuberculous peritonitis. A. A. Marruews. Surg. Clin. 
N. Am., 1928, viii, 1467. 

Resorption from the peritoneal cavity in peritonitis. 
G. Macnus. Deutsche Ztschr. f. Chir., 1928, ccx, 307. 

Short transverse mesocolon. R. Frnocnterro and P. 
SCHLANGER. Arch. argent. de enferm. d. apar. digest., 
1928, iv, 49. 

A new case of short transverse mesocolon. R. R. 
Vittecas. Arch, argent. de enferm. d. apar. digest., 1928, 
Iv, 85. 

Symptoms due to mesenteric lymphadenitis. A. R. 


Snort. Lancet, 1928, ccxv, goo. [326] 
Cysts of the mesentery. L. Descourres and A. Ricarp. 
J. de chir., 1928, xxxii, 269. [326] 


Operation for tumors with intestinal adhesions, and the 
report of a case of sarcoma of the mesentery. J. Kosakak. 
Jap. J. Obst. & Gynec., 1928, xi, 192. 


Tumors of the great omentum. E. M. Fuss. Zentralbl. 
f. Gynaek., 1928, lii, 1782. 

Primary epithelioma of the gastrohepatic omentum. 
H. M. Ricuter and H. K. Seretaus. Ann. Surg., 1928, 
Ixxxviii, 1097. 


Gastro-Intestinal Tract 


Extra-abdominal affections giving gastro-intestinal 
symptoms, with special reference to the Meniére syndrome. 
A. W. CRANE. Radiology, 1928, xi, 447. 

An intermittent gastro-intestinal claudication. L. V. 
SANGUINETTI and R. JAkos. Arch. argent. de enferm. d. 
apar. digest., 1928, iv, 217. 

Two cases of visceral fistula treated without secondary 
operation. S. L. Catpsick. Surg. Clin. N. Am., 1928, viii, 
1337: 

Benign tumors of the gastro-intestinal tract and the 
mesenteries. N. N. Ssoxotow. Deutsche Ztschr. f. Chir., 
1928, CCX, 397. 

Foreign bodies in the stomach and in the intestines. M. 
C. Myerson. Arch. Otolaryngol., 1928, viii, 675. 

Diaphragmatic hernia of the stomach without wounds 
of the diaphragm. M. M. Gatuino and G. S. Ortiz. 
Arch. argent. de enferm. d. apar. digest., 1928, iv, 181. 

The question of gastroptosis. H. G. Zwerc. Deutsche 
Ztschr. f. Chir., 1928, ccx, 422 

Dilatation of the stomach and bowel with muscular 
hypertrophy as the cause for relaxation of the diaphragm. 
H. H. Karprveiscu. Beitr. z. klin. Chir., 1928, exliv, 116: 

Diverticula of the stomach. P. B. Goopwin. Illinois 
M. J., 1928, liv, 444. 

The management of the so-called cardiospasm by diffuse 
dilatation of the cesophagus. H. Starck. Deutsche med. 
Wcehnschr., 1928, liv, 1196. 

The pyloric syndrome due to progressive metaplasia. 
R. Novaro and A. GaLinpez. Arch. argent. de enferm. 
d. apar. digest., 1928, iv, 167. 

Pylorospasm in infants. Kuirscunrr. 52 ‘Tag. d. 
Deutsch. Gesellsch. f. Chir., 1928, Berlin. 

Congenital hypertrophic pyloric stenosis in infants. 
G. H. Cocuran. Surg. Clin. N. Am., 1928, viii, 1357. 

Congenital hypertrophic stenosis of the pylorus. Gu1Gou 
and Costa. Arch. de med., cirug. y especial., 1928, ix, 663. 

The operative treatment of pyloric stenosis in infants. 
R. LANGE. Zentralbl. f. Chir., 1928, lv, 1660. 

The results of operative treatment of pyloric stenosis in 
infancy. B. Jaconics. Orvosi hetil., 1928, Ixxii, 877. 

Roentgen observation of benign tumor ‘of the stomach 
prolapsing through the pylorus. L. G. Ricier. Am. J. 
Roentgenol., 1928, xx, 529. [327] 

The acid-base composition of gastric secretions. J. L. 
GAMBLE and M. A. McIver. J. Exper. Med., 1928, xlviii, 
837. 

Achlorhydria. J. P. ScuNemper and J. B. Carry. J. 
Am. M. Ass., 1928, xci, 1763. 

Gastric secretion in phthisis. C. B. Brooke. Lancet, 
1928, CCxv, 1128. 

Syphilis of the stomach, with special reference to cer 
tain diagnostic criteria. H. A. Stncer and F. G. Dyas. 
Arch. Int. Med., 1928, xlii, 718. [327] 

Critical discussion of the present situation regarding the 
diagnosis and treatment of gastric ulcer. K. Gurzerr. 
Klin. Wchnschr., 1928, vii, 1138. 

Gastric and duodenal ulcer. L. R. Brosrer. Brit. M. 
J., 1928, ii, 786. {327} 





388 INTERNATIONAL ABSTRACT OF SURGERY 


Gastrojejunal ulcer. G. S. Dupitey. Ann. Surg., 1928, 
Ixxxviii, 1108. 

The interpretation of the radiographic appearances of 
gastric ulcer. A. E. Barciay. Brit. M. J., 1928, ii, 
10206. 

Apparent hourglass stomach cured by medical means. 
M. Eunnorn. Med. J. & Rec., 1928, cxxviii, 575. 

Ulcer of the lesser curvature and perigastritis; a roent- 
genographic study; hourglass stomach. - SoLé. Arch. 
argent. de enferm. d. apar. digest., 1928, iv, 55. 

Acute perforation of an ulcer following y te filling 
in routine gastro-intestinal examination. P. I. ECKMAN. 
Surg., Gynec. & Obst., 1928, xlvii, 858. 

A slowly leaking gastric ulcer. 5S. O. BLack. South. M. 
& S., 1928, xc, 816. 

Acute perforation of peptic ulcer; the significance of its 
unusually high incidence among soldiers i in Hawaii. J. M. 
Trouttr. Surg., Gynec. & Obst., 1928, xlvii, 815. 

Treatment of peptic ulcer based on its etiology. E. W. 
Lipscuutz. Med. J. & Rec., 1928, cxxviii, 630. 

The results of medical treatment of extensive gastric 
ulcers. VILARDELL. Arch. de med., cirug. y especial., 1928, 
ix, 460. 

Peptic ulcer. The rationale of our present treatment. 
W. E. Gatewoop. Northwest Med., 1928, xxvii, 580. 

The indications for surgical treatment of gastric and 
duodenal ulcer. C. BAvER. Mitt. a. d. Grenzgeb. d. Med. 
u. Chir., 1928, xli, 169. 

The surgical treatment of peptic ulcer. G. A. Moore. 
New England J. Med., 1928, cxcix, 1201. 

The surgical treatment of chronic gastric and ulcers. 
A. Wyner. Schweiz. med. Wchnschr., 1928, lviii, 748. 

The results of surgical treatment of gastric and duodenal 
ulcer. A. J. WALTON. Brit. M. J., 1928, ii, 784. [328] 

Experimental study of postoperative ulcers. A. WINKEL- 
BAUER and IF. HoGENAUER. Mitt. a. d. Grenzgeb. d. Med. 
u. Chir., 1928, xli, 49. 

Late intussuse eption of the bowel into the stomach after 
gastro-enterostomy. W. Waite and I. R. JANKELSON. 
New England J. Ried. 1928, Cxcix, 1189. 

Ulcer of the stomach and duodenum after gastro- 
enterostomy for such lesions. B. Sotkov and S. ILJIN. 
Nov. chir. Arch., 1927, xiii, 368. [328] 

The diagnosis of cancer of the stomach. W. Gorvon. 
Brit. M. J., 1928, ii, 1163. 

The early recognition and treatment of cancer of the 
stomach. E. Spriccs. Brit. M. J., 1928, ii, 838. [328] 

New observations on cancer of the gastric cardia. R. 
MarescuaL. Presse méd., Par., 1928, xxxvi, 1300. 

The relationship of operability and hemoglobin per- 
centage in carcinoma of the stomach. H. R. HartMaANn 
and T. W. Brockbank. Ann. Int. Med., 1928, ii, 503. 

Complete gastrectomy for carcinoma of the stomach. 
EK. R. Fiint. Brit. M. J., 1928, ii, 979. 

Primary sarcoma of the stomach. J. JAkr. Deutsche 
Ztschr. f. Chir., 1928, ccx, 381. 

Partial gastrectomy for peptic ulcers coincident with 
lymphosarcoma of the stomach; recovery. L. FREEMAN. 
Colorado Med., 1928, xxv, 362. [329] 

Recent advances in the treatment of gastric diseases. 
A. F. Hurst. Brit. M. J., 1928, ii, 779. 3 

Problems in gastric surgery. Str B. Moyninan. Brit. 
M. J., 1928, ii, 1021. 

Gastrostomy. J. H. Woorsry. Surg. Clin. N. Am., 
1928, viii, 1541. 

The abdominal resection of the upper half of the stomach 
(from the standpoint of operative technique). EK. BorcHERs. 
Beitr. z. klin. Chir., 1928, exliii, 484. 

Resection of the pyloric end of the stomach. N. W. 
GREEN. Ann. Surg., 1928, Ixxxviii, 1114. 


Intolerance to bile following gastric resection. C. 
BorcuGrEVINK. Zentralbl. f. Chir., 1928, lv, 2242. 

Traumatic intestinal rupture. D. F. Winn. Mil. 
Surgeon, 1928, lxiii, 837. 

Acute intestinal obstruction. G. A. Henpon. Internat. 
J. Med. & Surg., 1928, xli, 575. 

Intestinal obstruction. The correlation of recent 
experimental studies and clinical applications. W. C. 
Foster. J. Am. M. Ass., 1928, xci, 1523. [330] 

Molecular, pathological, and experimental studies of the 
cause of death in bowel obstruction. C. HAEBLER. Ztschr. 
f. exper. Med., 1928, xlii, 62. 

Lethal factors in acute intestinal obstruction. L. R. 
Botrs. J.-Lancet, 1928, xlviii, 568. 

The toxemia of intestinal obstruction. T. G. Orr and 
R. L. HApEN. J. Am. M. Ass., 1928, xci, 1529. [331] 

Body-fluid changes due to upper intestinal obstruction. 
M. A. McIver and J. L. GAMBLE. J. Am. M. Ass., 1928, 
xci, 1589. |331) 

The relation of bacillus welchii antitoxin to the toxemia 
of intestinal obstruction; experimental studies. J. J. 
Morton and §S. J. Srasrns. Arch. Surg., 1928, xvii, 860. 

[331] 

Two cases of benign intestinal obstruction. L. B. 
Suerry. Surg. Clin. N. Am., 1928, viii, 1511. 

Intestinal prolapse; inheritance factors and relation to 
carcinoma. O. JUENGLING. Beitr. z. klin. Chir., 1928, 
cxliii, 476. 

The relation of food to the intestinal bacteria. M. L. 
Bopkin. Med. Times, 19238, lvi, 315. 

The intestinal protozoan index in man. M. R. CasTex 
and D. Greenway. Arch. argent. de enferm. d. apar. 
digest., 1928, iv, 43. 

The entamoeba of Buetschlii in Argentine. D. GrreEen- 
way and D. F. Greenway. Arch. argent. de enferm. d. 
apar. digest., 1928, iv, 79. 

Non-operative treatment of intussusception. G. M. 
Retan. N. York State J. M., 1928, xxviii, 1408. 

An unusual case of obstruction of the small intestine. 
G. Mitiar. Brit. M. J., 1928, ii, 1091. 

A case of ileus following strangulation of the stomach and 
small bowel in a mesocolic fossa. M. KAGAN. Zentralbl. f. 
Chir., 1928, lv, 1995. 

Spinal anwsthesia in the treatment of paralytic ileus. 
W. EF. Sruppirorp. Surg., Gynec. & Obst., 1928, xlvii, 863. 

Multiple diverticula of the small intestine. FE. J. 
Stmons. Minnesota Med., 1928, xi, 752. 

Phlegmons of the small intestine. F. N&UGEBAUER. 
Zentralbl. f. Chir., 1928, lv, 1561. [332 

Multiple ulcerated areas with obstruction of the small 
intestines due to ascaris lumbricoides. J. B. MCNERTHNEY. 
and W. B. McNertuNey. Surg. Clin. N. Am., 1928, viii, 
1485. 

Observations on the movements of the duodenal 
contents, with special reference to antiperistalsis and 
pyloric regurgitation. R. W. A. SALMoNnD. Radiology, 
1928, xi, 453. 

Arteriomesenteric occlusion of the duodenum. A. 
Weeks and G. D. Detprat. Surg. Clin. N. Am., 1928, 





viii, 1537. 
Dilatation of the duodenum or chronic obstruction of the 
duodenum congenital in origin. J. A. HeNsKE and R. R. 
Best. Am. J. Dis. Child., 1928, xxxvi, 1224. 1332] 
Duodenal diverticula. R. C. PENDERGRASS. Am. J. 
Surg., 1928, v, 491. [332] 


The passage of gall stones from the bile passages into the 
duodenum. A case of spontaneous hepatoduodenostomy. 
KE. Ruce. Zentralbl. f. Chir., 1928, lv, 1731. 

Duodenitis. G. W. Nace. California & West. Med., 
1928, xxix, 364. 








19 
Sti 
ary 
19. 


De 











BIBLIOGRAPHY OF 


Chronic duodenitis. 
xxi, 1031. 
Karly roentgen observations in duodenal ulcer. FE. L. 


T. Jounson. South. M. J., 1928, 


JENKINSON. J. Am. M. Ass., 1928, xci, 1716. 

Ruptured duodenal ulcer ‘treated by the Judd pyloro- 
plasty. J. T. Mason and H. C. Turner. Surg. Clin. N. 
Am., 1928, vili, 1451. 

Non-malignant tumors of the duodenum. R. GOLDEN. 
Am. J. Roentgenol., 1928, xx, 405. |333] 

The pathogenesis and treatment of peptic ulcer of the 
jejunum. J. Hatpern. Nov. chir. Arch., 1928, xiv, 210. 

[333] 

Jejunal and gastrojejunal ulcer and their associated 
roentgenological signs. J. D. Camp. J. Am. M. Ass., 1928, 
xci, 1436. [333] 

Perforated peptic ulcer of the jejunum following per- 
foration of an ulcer of the duodenum. W. Porze ct. 
Zentralbl. f. Chir., 1928, lv, 1740. |334 

Carcinoma of the jejunum. J.J. CANCeLMo, Ann. Surg., 
1928, Ixxxvill, 941. |334] 

A case of double intussusception from tumor of the 
terminal ileum. W. A. Morrison. Surg. Clin. N. Am., 
1928, viii, 1473. 

Report of a case of peptic ulcer of the ileum with 
Meckel’s diverticulum. A. Reccrus. Zentralbl. f. Chir., 
1928, lv, 2058. 

Two cases of persistent omphalomesenteric duct. 
Catpsick. Surg. Clin. N. Am., 1928, viii, 1341. 

Meckel’s diverticulum in infancy and childhood. W. R 
SHANNON. Arch. Pediat., 1928, xlv, 693. 

Massive hemorrhage from an ulcer in a Meckel’s 
diverticulum. W. C. Merss. Nederl. Tijdschr. v. 
Geneesk., 1928, p. 4020. 

An unusual Meckel’s diverticulum as a cause of intestinal 
hemorrhage. I’. F. Tispatt. Am. J. Dis. Child., 1928, 
XXXVI, 1218. 

Chronic spasmodic affections of the colon. and 
diseases which they simulate. J. A. Rytre. Lancet, 
COXV, I115. 

Neurogenic mucous colitis. H. L. Bockus, J. BANK, and 
S. A. Witkinson. Am. J. M. Sc., 1928, clxxvi, 813. 

A specimen of vesicocolic fistula. L. EK. C. Norspury. 
Proc. Roy. Soc. Med., Lond., 1928, xxii, 269. 

Fecal fistula, peritonitis, intestinal obstruction, and 
enterostomy. B.'T. Beastey. J. Med. Ass. Georgia, 1928, 
Xvi, 540. 

Cancer of the large intestine. G. W. 
ingland J. Med., 1928, cxcix, 941. 

Factors of safety in operations for carcinoma of the 
colon. W. E. SISTRUNK. J. Am. M. Ass., 1928, xci, 1800. 

Colon surgery in the debilitated. H. B. Devine. J. 
College Surg. Australasia, 1928, i, 173. |3 

th tr ae study of ‘the inverted cecum. H. 
Friep. Am. J. Roentgenol., 1928, xx, 531. 

\ shot in the vermiform appendix. J. FRASER. 


S. L. 


the 
1928, 


Critek. New 


Lancet, 


1928, CCXV, 1129. 

The retroperitoneal appendix. A. B. Smai. Texas 
State J. M., 1928, xxiv, 550. 

Appendiceal pain in pneumonia. G. SeGura. Arch. 


argent. de enferm. d. apar. digest., 1928, iv, 211. 

Pseudo-appendicitis. Sir H. M. W. Gray. J.-Lancet, 
1928, xlviii, 487. 

Primary lymphangeitis of the appendix. 
Deutsche med. Wchnschr., 1928, liv, 1074. 

Traumatic appendicitis. F. VACH, Casop. lék. 
1928, Ixvii, 831. 

Appendicitis i in children. C. J. Bloom. 
& S., 1928, Ixxxi, 377: 

Chronic i oo itis in children. 
Chir., 1927, xi, 77. 


A. Borcuarn. 
Cesk., 
New Orleans M. 


Vestn. 


|335) 


D. DUMBADZE. 


CURRENT 





LITERATURE 389 
What is a chronic appendix? H. H. Fettows. Med. 
Clin. N. Am., 1928, xii, 611. [335] 


Fallacies concerning chronic appendicitis. J. B. CAaRNETT 
and R. S. Botes. J. Am. M. Ass., 1928, xci, 1679. 

The etiological relationship of chronic appendicitis and 
the small cystic ovary. K. Hate. Ann. Surg., 1928, 
Ixxxvili, 1063. 

The appendix and streptococci. Contribution on the 
pathogenesis of appendicitis. K. Meyer. Deutsche med. 
Wehnschr., 1928, liv, 1202. 

Appendiceal abscess overshadowed by epilepsy. W. B. 
Houpen. Surg. Clin. N. Am., 1928, viii, 1411. 

Cysts of the appendix. M. J. Baskin. Colorado Med., 
1928, XXV, 396. 

Incision for appendectomy, with particular consideration 
of the lateral rectus incision. GrERTKEMPER. Deutsche 
Ztschr. f. Chir., 1928, cex, 354. 

Ileus after appendicectomy. D. Det VALLE. 
argent. de enferm. d. apar. digest., 1928, iv, 159. 

A specimen of carcinoma of the ascending colon with 
great dilatation of the cacum; removed by resection of the 
distal half of the colon after preliminary short circuit. 
Sir C. Gorpon-Watson. Proc. Roy. Soc. Med., Lond., 
1928, xxii, 270. 

A case of tuberculoma of the transverse colon. L. V. 
Sancurinettr. Arch. argent. de enferm. d. apar. digest., 
1928, iv, 65. 

Diverticulitis of the sigmoid. C. E. 
Clin. N. Am., 1928, viii, 1495. 

Carcinoma of the sigmoid colon: report of a case, with 
treatment. C. J. OsBorNE. Surg. Clin. N. Am., 1928, viii, 
1331. 

A case of congenital stenosis of the rectum simulating 
dysentery. N. Cuatrerjee. Antiseptic, 1928, xxv, 672. 

Two specimens of villous tumor of the rectum. W. B. 
GasRIEL. Proc. Roy. Soc. Med., Lond., 1928, xxii, 269. 

Specimen: leiomyoma of the rectum. W. S. PERRIN. 
Proc. Roy. Soc. Med., Lond., 1928, xxii, 269. 

The question of rectal carcinoma. G. 
Vestn. Chir., 1927, xi, 11. 

Disturbances in evacuation and dilatation in case of 
rectal carcinoma. L. HoLLAENDER. Magy. Roentgen 
Koezl., 1928, p. 236. 

The radical treatment of rectal carcinoma from the 
experiences of the Giessen clinic. H. Drerricu. Arch. f. 
klin. Chir., 1928, cl, 691. 

Surgical treatment of carcinoma of the rectum. T. EF. 
Jones. J. Am. M. Ass., 1928, xci, 1711. 

A simple technique for the formation of a controllable 
artificial anus. R. Demet. Deutsche Ztschr. f. Chir., 1928, 
CCX, 336. 

A surgical method for healing pruritis ani as well as 
circumscript areas of chronic eczema. KE. Fiscuer. Arch. f. 
klin. Chir., 1928, cl, 716. 

The treatment of hwmorrhoids and anal fissures. O. 
Haun. Deutsche med. Wehnschr., 1928, liv, rogt. 

My experiences with Boas’ injection treatment for 
hemorrhoids. W. Pineus. Deutsche med. Wehnschr., 
1928, liv, 1ogr. 

A rapid method of radical cure of hamorrhoids. 
méd., Par., 1928, xxxvi, 1274. 

Curative fibrosis of hawmorrhoids by injection. G. 
Devarer and R. I. Venper. Presse méd., Par., 1928, 
XXXVi, 1329. 


Arch. 


PHivuips. Surg. 


ByCHOvskKIJ. 
[335 


Presse 


Liver, Gall Bladder, Pancreas, and Spleen 

The liver and thyroid; their functional relations. M. R. 
Castex and M. ScuTemnGart. Arch. argent. de enferm. d. 
apar. digest., 1928, iv, 175. 





390 INTERNATIONAL ABSTRACT OF SURGERY 


Liver function tests. G. M. Prersor and M. M. Roru- 
MAN. J. Am. M. Ass., 1928, xci, 1768. 

A new and simple method of testing liver function. L. G. 
Barok. Med. Klin., 1927, xxiii, 1971. 

The clinical value of tests for liver insufficiency. J. EF. 
Rosrnson. Texas State J. M., 1928, xxiv, 565. 

Clinical evaluation of liver function tests. V. KNaApp. 
Med. J. & Rec., 1928, cxxviii, 586, 633. 

Concerning the action of derivatives of quinophenyline 
upon the liver. J. Mouzon. Presse méd., Par., 1928, 
XXXvVi, 12506. 

Bilirubin, a non-toxic substance. O. H. Horratt. J. 
Lab. & Clin. Med., 1928, xiv, 217. 

Bile acids in jaundice. I. Katayama. Arch. Int. Med., 
1928, xiii, g16. 

‘The association of jaundice and ascites in diseases of the 
liver. J. fF. Weir. J. Am. M. Ass., 1928, xci, 1888. 

The hemorrhagic diathesis of obstructive jaundice and 
its treatment. O. H. WANGENSTEEN. Ann. Surg., 1928, 
Ixxxviii, 845. [336 

A suggestion for the surgical treatment of ascites due to 
portal congestion. I, Peporri1. Schweiz. med. Wchnschr., 
1928, lviii, 652. 

A case of hydatid cyst of the liver rupturing into the bile 
passages. J. Dayor. Presse méd., Par., 1928, xxxvi, 1258. 

Liver abscess with roentgenological demonstration of 
rupture into bile ducts. W. H. Upre. Am. J. Roentgenol., 
1928, XX, 527. 

Adenoma of the liver. Case report. FE. Fiscner. 
Deutsche Ztschr. f. Chir., 1928, ccx, 404. 

Pericholecystic adhesions. A. S. Loptincier. Surg. Clin. 
N. Am., 1928, viii, 1289. 

The gall bladder and cystic duct. R. R. Best. Ne- 
braska State M. J., 1928, xiii, 457. 

Aplasia of the gall bladder. L. Scumiupt. Deutsche 
Ztschr. f. Chir., 1928, ccx, 409. 

Cholecystography. C. K. Hsten and S.H. Liv. Nat. 
M. J. China, 1928, xiv, 382. . 

Experience with cholecystography. J. G. KNOFLACH. 
Mitt. a. d. Grenzgeb. d. Med. u. Chir., 1928, xli, 154. 

Simultaneous non-surgical drainage of the gall bladder, 
and intravenous cholecystography. H. L. Bockus and 
J. Gersuon-Couen. Arch. Int. Med., 1928, xlii, 735. [336] 

Roentgenological diagnosis of gall-bladder disease. J. 
FRIEDMANN. Med. J. & Rec., 1928, cxxviii, 588. 

The infrequency of primary infection in gall-bladder 
disease. H. M. Feinstatr. New England J. M., 1928, 
cxcix, 1073. 336 

Acute cholecystitis complicating typhoid fever in child- 
hood. A. Rirrer and F, Exrat. Schweiz. med. Wchnschr., 
1928, lviii, 821. 

Ameebic cholecystitis. The presence of amcebx in the 
pus of purulent calculous cholecystitis. PeTzetTakis. Bull. 
et mém. Soc. méd. d. hép. de Par., 1928, xliv, 1295. [337] 

Studies of gall stones of the same period of development 
removed at two different times. K. H. Bauer. Beitr. z. 
klin. Chir., 1928, cxlii, 436. 

Perforation peritonitis from a stone-filled gall bladder 
with gall stones in the peritoneal cavity. W. Porzext. 
Zentralbl. f. Chir., 1928, lv, 1993. 

Surgical intervention in biliary lithiasis complicated by 
icterus. A. J. BeNGovea and C. V. SuArez. Arch. argent. 
de enferm. d. apar. digest., 1928, iv, 5. 

Multiple papilloma of the gall bladder—report of a case 
associated with duodenal ulcer. F. HELVESTINE, JR., and 
L. G. RicHarps. Virginia M. Month., 1928, lv, 640. 

Surgery of the gall bladder. A. MUELLEDER. Wien. klin. 
Wehnschr., 1928, xli, 919. 

A consideration of gall-bladder surgery. R. SMIrH. 
Surg. Clin. N. Am., 1928, viii, 1521. 


Gall-bladder surgery without drainage and the method- 
ical dilatation of the papilla. J. Bakes. Zentralbl. f. 
Chir., 1928, lv, 1858. 

Cholecystectomy. H. Isetin. Schweiz. med. Wehnschr., 
1928, lviii, 673. 

Simplified technique for cholecystectomy. H. KUEMMEL, 
Jr. Zentralbl. f. Chir., 1928, lv, 2114. 

The removal of stones from the common and hepatic bile 
ducts in jaundiced patients. W. WALTERS. Surg., Gynec. 
& Obst., 1928, xlvii, 800. 

Histological studies of the dilatation of the ampulla of 
Vater. C. Zawiscu-Ossenitz. Zentralbl. f. Chir., 1928, 
lv, 1868. 

Hypercholesterolemia; adenocarcinoma of the papilla of 
Vater. Autopsy report from the laboratory of the Phila- 
delphia General Hospital. L. N. Boston and F. J. Jopzis. 
Med. J. & Rec., 1928, cxxviii, 561. 

Surgery of the biliary tract. H. HApBerrer. Arch. f. 
Verdauungskr., 1928, xliii, 155. [337] 

Closure of the abdomen without drainage in operations 
on the bile passages. J. PeTeRMANN. Zentralbl. f. Chir., 
1928, lv, 2050. 

The acid-base composition of pancreatic juice and bile. 
J. L. Gamsce and M. A. McIver. J. Exper. Med., 1928, 
xlviii, 849. 

Pancreatic function tests, with special reference to the 
quantitative determination of fecal amylase. J. A. WOLFER 
and L. W. Curist1an. Arch. of Surg., 1928, xvii, 899. 

Body-fluid changes due to continued loss of the external 
secretion of the pancreas. J. L. GAMBLE and M. A. 
McIver. J. Exper. Med., 1923, xlviii, 859. 

Pancreatic calculi. L. B. Morrison and I. K. Bocan. 
New England J. Med., 1928, cxcix, 1129. 

Pseudocyst of the pancreas. G.S. DupLey. Ann. Surg., 
1928, Ixxxviii, 1109. 

Acute pancreatic necrosis and ascariasis. R. ANDLER. 
Beitr. z. klin. Chir., 1928, cxliii, 574. 

A clinical and anatomical contribution on necrosis of 
the suprarenal glands in cases of necrosis of the pancreas. 
as Peus. Mitt. a. d. Grenzgeb. d. Med. u. Chir., 1928, 
xli, 13. 

The spleen and the metabolism of the lipoids. The 
lipoids in the blood following splenectomy. T. J. Combes. 
Rev. Soc. argent. de biol., 1928, iv, 363. 

The spleen and the metabolism of the lipoids. The 
action of adrenalin upon the lipoids of the blood before and 
after splenectomy. J. ‘T. Combes. Rev. Soc. argent. de 
biol., 1928, iv, 368. 

The spleen and arterial pressure. The effect of inter- 
vention on the spleen and arterial pressure. C. VIALE. 
Rev. Soc. argent. de biol., 1928, iv, 374. 

The spleen and arterial pressure. The réle of the spleen 
in bleeding. C. ViaLe. Rev. Soc. argent. de biol., 192%, 
iv, 384. 

The spleen and arterial pressure. The motility of the 
denervated spleen. C. VIALE and M. Soncint. Rev. Soc. 
argent. de biol., 1928, iv, 390. 


Miscellaneous 


Ptosis support for the very thin individual. A. Kk. 
Duncan. New Orleans M. & S. J., 1928, lxxxi, 423. 

Blunt injuries to the abdomen. W. ScHOSSERER. 
Monatsschr. f. Unfallheilk., 1928, xxxv, 226. 

The traumatic abdomen. F. S. Lynn. Internat. J. Med. 
& Surg., 1928, xli, 579. 

Abdominal pain in children. M.S. Picarp. Tri-State 
Med. J., 1928, i, 58. ’ 

Pain in the lower abdomen. Q. U. Newett. J. Missouri 
State M. Ass., 1928, xxv, 571. 

















BIBLIOGRAPHY OF CURRENT LITERATURE 391 


Remarks on rectal tenderness in cases of abdominal 
injury. W. Opermatr. Schweiz. med. Wchnschr., 1928, 
Iviii, 684. 

Abdominal food allergy. 
West. Med., 1928, xxix, 317. 

Drainage. in abdominal infection. F. 
Kansas M. Soc., 1928, xxix, 397. 

Anuria due to pelvic abscess. 
England J. Med., 1928, cxcix, 1300. 

The morphology of abdominal adhe;ions. 
Arch. f. klin. Chir., 1928, cli, 1. 

The diagnosis of inflammatory tumors of the abdomen. 
I[erMANn. Med. Pregl., 1927, ii, 266. 

The transverse incision in laparotomy. J. L. 
Presse méd., Par., 1928, xxxvi, 1281. 


A. H. Rowe. California & 
D. Kennepy. J. 
B. B. Lanpry. New 


A. LapwIic. 


FAURE. 


Incision for ileocecal exploration. H. IseLin. Schweiz. 
med. Wchnschr., 1928, lviii, 675. 

Personal experiences in abdominal surgical emergencies. 
I. Coun. Northwest Med., 1928, xxvii, 505. [338] 

The function of the diaphragm. W. S. Lemon. Arch. 
Surg., 1928, xvii, 840. 

The influence of the diaphragm upon respiration, with 
reference to a case of pregnancy and phrenicectomy. E. 
E1zaGutrre. Clin. y lab., 1928, xiv, 265. 

A case of diaphragmatic eventration. H. FErMIn. 
Geneesk. Tijdschr. v. Nederlandsch-Indié, 1928, Ixviii, 183. 

The roentgenological diagnosis of diaphragmatic hernia. 
L. T. LeWap. Am. J. Roentgenol., 1928, xx, 423. [338] 

A case of diaphragmatic hernia (evisceration). J. L. 
Tuomas. Brit. M. J., 1928, ii, 985. 


GYNECOLOGY 


Uterus 


The importance of sacro-uterine ligaments in gynecology. 
If. Wrespaper. Monatsschr. f. Geburtsh. u. Gynaek., 
1928, Ixxix, 208. 

The diagnostic value of colposcopy. 
Klin. Wehnschr., 1928, vii, 1188. 

Geographic cervix. H. HinseLMANN. 
Geburtsh. u. Gynaek., 1928, Ixxix, 214. 

Has the uterus an inner sec retory function? 
MERMANN. Arch. f. Gynaek., 1928, cxxxiv, 328. 

The treatment of erosions. H. Rorscu. Zentralbl. f. 
Gynaek., 1928, lii, 1735. 

Metrorrhagia. O. TERASAKI. 
allg. Path., 1928, Ixxix, 819. 

Insulin in uterine bleeding. H. BuELTEMANN. Zentralbl. 
f. Gynaek., 1928, lii, 1841. 

A conservative method of the control of uterine hamor- 
rhage by X-ray. A. S. KrrkLANpD. Canadian M. Ass. J., 
1928, xix, 679. 

Fistula of the uterus. J. C. Masson and H. E. Srmon. 
Am. J. Obst. & Gynec., 1928, xvi, 682. [340] 

Menstruating endometrium in the abdominal scar after 
cesarean section (Latzko technique). A. Rieck. Zentralbl. 
f. Gynaek., 1928, lii, 2341. 

Hyperplasia of the endometrium, with a report of cases. 
M. CrisciTIELLo, Jr. New England J. M., 1928, cxcix, 
1034. 340) 

Report of some cases of fibroids and uterine hamor- 
rhages treated by radium. K.S. Ray. Indian M. Gaz., 
1928, Ixiii, 701. 

The evaluation and analysis of my theory of the patho- 
genesis of myomata. Z. Monstorskt. Ginekol. polska, 
1928, vii, oI. 

The evaluation and analysis of Monsiorski’s theory of 


H. HINSELMANN. 
[340] 
Monatsschr. f. 


R. Zim- 


Beitr. z. path. Anat. u. z. 


the pathogenesis of myomata. J. Laskowski. Ginekol. 
polska, 1928, vii, 73. 
Experiences with myoma. P. Kusinyt. Orvosképzés, 


1928, xviii, Sonder-Nr., 8. 

Fibromyomata. G. F1tzGiBBon. 
No. 36, 738. 

Observations upon the treatment of 1,000 cases of fi- 
bromyoma of the uterus. N. Capizzano. Semana méd., 
1928, xxxv, 1118. 

The treatment of fibromata of the uterus. 
CZKY-SEMMELWEIS, Orvosképzés, 1928, xviii, 
Nr., 14. 

ss erforating mole; death from internal hx morrhage. M. 

Pérez and A. Jakon. Bol. Soc. de obst. y ginec. de 
ia Aires, 1928, vii, 360. 


Irish J. M. Sc., 1928, 


K. Leno- 
Sonder- 


Leucoplakia of the cervix. H. HIinseLMANN. Deutsche 
med. Wchnschr., 1928, liv, 992. 

The diagnosis and treatment of uterine cancer. II. 
Scumitz. New England J. Med., 1928, cxcix, 1149. 

Stomach function in cases of uterine cancer. ‘T. MESAKI. 
Jap. J. Obst. & Gynec., 1928, xi, 276. 

Cystoscopic examination in cancer of the uterus. S. 
Mizunara. Jap. J. Obst. & Gynec., 1928, xi, 267. 

Radium in cancer of the cervix. General remarks, with 
report of some cases. J. ConeN. New Orleans M. & S. J., 
1928, Ixxxi, 401. 

The treatment of uterine carcinoma. G. 
New England J. Med., 1928, cxcix, 1154. 

A review of various ‘methods of treatment of carcinoma 
of the cervix; attendant primary mortality and five-year 
cures. M. J. Gevpt. Radiology, 1928, xi, 403. [340] 

Our experience with roentgen therapy of cervical 
carcinoma. M. Borarrio. Strahlentherapie, 1928, xxix, 


C. WILKINS. 


53: 

The dosage in R units of irradiation (roentgen) of uterine 
carcinoma as determined by vaginal measurement. G. K. 
F. Scnuttze. Strahlentherapie, 1928, xxviii, 524. 

New methods for the radium treatment of carcinoma of 
the uterus. I. BuEBEN. Orvosképzés, 1928, xviii, Sonder- 
Nr. 52. 

Transvaginal hemisection for uterine a. Ps 
Kusrnyi. Orvosképzés, 1928, xviii, Sonder-Nr., 3. 

Leiomyosarcoma of the uterus. E. C. Sacre oad A. j. 
Miter. Am. J. Obst. & Gynec., 1928, xvi, 828. 


Adnexal and Periuterine Conditions 


Irradiation of inflammatory conditions of the uterine 
adnexa. G. GAMBAROW. Strahlentherapie, 1927, xxvi, 608. 

The treatment of suppurative adnexitis by the method of 
Vital Aza. A. Cuurco and L. FetpMAn. Bol. Soc. de obst. 
y ginec. de Buenos Aires, 1928, vii, 416. 

The clinical diagnosis of adnexal tuberculosis. J. BRaupE. 
Zentralbl. f. Gynaek., 1928, lii, 1848. 

On salpingography. The study of fallopian tubes by 
X-ray in the diagnosis of female sterility. H. Yact. Jap. 
J. Obst. & Gynec., 1928, xi, 261. 

A self-retaining cannula for injection of liquids or gas in 
tubal insufflation. C.S. Harper. Am. J. Obst. & Gynec., 
1928, xvi, 892. 

Some reflections upon the injection of the fallopian tubes, 
with reference to an unfortunate case. DrLassus. Presse 
méd., Par., 1928, xxxvi, 1286. 

Salpingitis. The case for expectant treatment. C. J. 
Miter. Am. J. Obst. & Gynec., 1928, xvi, 793. 





392 


A case of adenomyolipoma of the fallopian tube. W. 
Suaw. J. Obst. & Gynec. Brit. Emp., 1928, xxxv, 725. 

A primary mucogenic adenocarcinoma of the fallopian 
tube. G. Hasetnorst. Arch. f. Gynaek., 1928, cxxxiv, 489. 

Conservative operations on the fallopian tubes and 
temporary sterilization. J. Koerner. Zentralbl. f. 
Gynaek., 1928, lii, 1635. 

The female sex hormone. M. KocuMAnn. Wuerzb. 
Abhandl. a. d. Grenzgeb. d. Med., 1928, N. F. v, 173. 

The female sex hormone in yeast. FE. Guim and F. 
Wapeun. Biochem. Ztschr., 1928, cxevii, 442. 

Standardization of the female sexual hormone. F. 
LAgueéur and S. BE. pe Joncu. Lancet, 1928, cexv, 1179. 

The monthly cycle and its hormonal influence. A. 
Maunert. Wien. klin. Wchnschr., 1928, xli, 320. 

The biological significance of the cestrus-stimulating 
ovarian hormone. M. fLesca. Muenchen. med. Wchnschr., 
1928, Ixxv, 1074. 

Is there a hormonal determination of sex? The ovarian 
hormone. Ir. UuntMANN. Med. Klin., 1928, xxiv, 1088. 

Studies on the influence of the ovarian hormone on the 
genitalia and the breast. K. EsnHarpr. Monatsschr. f. 
Geburtsh. u. Gynaek., 1928, Ixxix, 223. 

The female sex hormone, particularly menformon. FE. 
Lagueur, E. Borcnarpt, and S$. EK. pe Joncu. Arch. f. 
Entwichlungsmechn. d. Organ., 1928, cxii, 350. 

The biological relationship between insulin and folliculin. 
I. Voor. Arch. f. Gynaek., 1928, Cxxxii, 189, 221. 


Sex hormones and endocrine diseases. L. FREANKEL. 
Muenchen. med. Wehnschr., 1928, Ixxv, 780. 
Up-to-date ovarian hormone therapy. I. KOSMINSKL. 


Fortschr. d. Therap., 1928, iv, 380. 

The heterogenous epithelium of the child’s ovary. Y. 
Akact. Arch. f. Gynaek., 1928, exxxiv, 390. 

Kezema and ovarian disturbances. P. Szecor. Zentralbl. 
f. Gynaek., 1928, lii, 1593. 

Histopathology of the ovary in amenorrheea. Torre 
Bianco. Arch. de med., cirug. y especial., 1928, ix, 434. 

Intra-abdominal bilateral ovarian haemorrhages. O. 
Orn. Zentralbl. f. Chir., 1928, lv, 1612. [340] 

Rupture of a corpus luteum cyst. PF. P. HamMMonp and 
A. O. Stepuenson. J. Am. M. Ass., 1928, xci, 1989. 

A case of superficial papilloma of the ovary. J. C. 
Anumapa and A. Rupinsretn. Bol. Soc. de obst. y ginec. 
de Buenos Aires, 1928, vii, 426. 

Preservation of the ovary by means of intra-uterine 
transplantation in radical operations for adnexal disease. 
O.S. Pavitk. Am. J. Obst. & Gynec., 1928, xvi, 867. 

The results of operative treatment of ovarian carcino- 
mata. E.Scutever. Monatsschr. f. Geburtsh. u. Gynaek., 
1928, Ixxix, 302. 


External Genitalia 


Results of irradiation therapy in pruritis vulve. I. 
BUEBEN. Orvosképzés, 1928, xviii, Sonder-Nr., 47. 

Fibrolipoma of the right labium majora. H. O. New 
MANN. Zentralbl. f. Gynaek., 1928, lii, 2034. 

What types of condylomata acuminata should be 
irradiated? R.O. Stein. Strahlentherapie, 1928, xxix, 263. 

Acute ulcer of the vulva (Lipschuetz). N. DANBOLT. 
Norsk. mag. f. Laegevidensk., 1928, Ixxxix, 579. 

Carcinoma of the vulva. SrorckeL. Ztschr. f. Geburtsh. 
u. Gynaek., 1928, xciii, 772. 

Studies of the cyclic changes in the cellular portion of the 
vaginal secretion in the human female. E. M. Moser. 
Ztschr. f. Geburtsh. u. Gynaek., 1928, xciii, 708. 

Relaxation of the anterior vaginal wall. C. C. Norris 


and R. A. Kimproucu, Jr. Am. J. Obst. & Gynec., 1928, 
xvi, 675. [341] 


talia: K. 





INTERNATIONAL ABSTRACT OF SURGERY 


Genito-urinary fistula in the female: with an apprecia 
tion of Sims and his work. D. Bissett. Proc. Roy. Soc. 
Med., Lond., 1928, xxii, 179. 

Remarks on the operability and operative technique of 
vesicovaginal fistula. K. Das. Indian M. Gaz., 1928, 
Ixiii, 698. 

Vesicovaginal fistula. Etiology, surgical principles of 
repair, and technique of suprapubic transvesical operation. 
I. FARMAN and R. C. Tuompson. J. Urol., 1928, xx, 663. 

Indications for suprapubic drainage in the treatment of 
low vesicovaginal and ureterovaginal fistulae. BONNET and 
Isecin. Bull. et mém. Soc. d. chirurgiens de Par., 1928, 
Xx, 673. 

The repair of vesicovaginal fistula. R. 
College Surg. Australasia, 1928, i, 220. 

A case of primary carcinoma of the vagina. A. C. 
Patmer. Proc. Roy. Soc. Med., Lond., 1928, xxii, 179. 

-araphimosis of the clitoris. R. J. WiLLan. Brit. M. J., 
1928, ii, 1130. 

[-pispadias in females and its surgical treatment. D. M. 
Davis. J. Urol., 1928, xx, 673. 

Urethral caruncle. A. A. Conran. 
J., 1928, xiii, 460. 


Fow.er. J. 


Nebraska State M. 


Miscellaneous 


Recent advances in gynecology. J. O. PoLtak. J. Med. 
Soc. N. Jersey, 1928, xxv, 764. 

Biology and pathology of the female: a handbook of 
gynecology and obstetrics: J. HALBAN and L. Srrrz. Vol. 
viii, Pt. 3. Historic retrospect on the contribution of the 
nineteenth century to gynecology and obstetrics: J. 
iiscuer. The reticulo-endothelial system in woman: R. 
Brenna. ‘The pathogenesis of occupational disturbances of 
the female genitalia: M. WALTHARD. Later studies on the 
relationship between the hypophysis and the female geni 
ERHARDT. 1928: Berlin, Urban and Schwarz- 
enberg. 

Observations on the various objections to thymophysin 
and further experiences with this remedy. N. TemMresvAry. 
Zentralbl. f. Gynaek., 1928, lii, 2088. 

The hormone of the anterior lobe of the pituitary gland: 
its preparation, chemical properties, and biological effects. 
B. Zonpek and S. Ascunem. Klin. Wehnschr., 1928, vii, 
831. [341] 

The anterior lobe of the hypophysis and the genitalia. 
C. Eursarpt and H. WtressAper. Muenchen. med. 
Wehnschr., 1928, Ixxv, 812. 

Experimental studies on the relationship between the 
anterior lobe of the hypophysis and the genitalia. I. 
ScuuLtze-Ruonuor and R. NiepenrHaAL. Zentralbl. f. 
Gynaek., 1928, lii, 1892. 

The anterior lobe of the hypophysis and the genitalia 
(experimental study on animals). K. Enruarptr. Muen- 
chen. med. Wchnschr., 1928, Ixxv, 785. 

Methods of measuring uterine contraction and observa 
tions on normal menstruation and the influence of gynergen 
and hypophysin upon it. H. Scuroreper. Ztschr. f. 
Geburtsh. u. Gynaek., 1928, xci, 653. 

The anterior lobe of the hypophysis and the ovary. Ex- 
perimental studies on animals with regard to the changing 
relationships between the ovary and the anterior lobe of the 
hypophysis. A. MAHNeERT. Zentralbl. f. Gynaek., 1928, 
ii, 1754. 

The influence of the anterior lobe of the hypophysis on 
the sexual cycle. H. Stecmunp. Zentralbl. f. Gynaek., 
1928, lii, 1180. 

An experimental therapeutic study of female mice with 
spontaneous insufficiency of the oestrus cycle. Attempts at 
cure with anterior lobe hypophyseal extracts. Experiments 











oe = 





BIBLIOGRAPHY OF CURRENT LITERATURE 393 


at treatment with cyclo-ethanamin (hexamethylpyrogallol- 
zthanamin). Alsocontribution 7. Side chain ethanamins. 
Ss. a H. E. Voss, and E. Paas. Endokrinologie, 1928, 
i. 

Roeteues sensitization per vaginam with proteins 
from male gonads. D. I. Macut. J. Urol., 1928, xx, 733. 

The action of cestrin on the isolated uterus sensitized 
with pituitary extract. E. M.ScarsorouGu. Lancet, 1928, 
CCxv, 1236. 

The action of adrenalin on the respiratory metabolism of 
normal and ovarectomized females. L. AsHEer and Su. 
Houkase. Arch. di Sci. biol., 1928, xii, 8. 

The effects of removal of the suprarenals on the genital 
organs of mice. K. Masut. Endokrinologie, 1928, ii, 10. 

The dependency of the action of insulin on the female 
sexual glands. E. Vocr. Deutsche med. Wchnschr., 1928, 
liv, 701. 

The innervation of the genital organs of the female. N. 
Macuapo. Arch. brasil. de med., 1928, xviii, 805. 

The sympathetic system and the sexual cycle. Studies in 
the histophysiology of the ganglion cervicale uteri. II. The 
ganglion cervicale uteri of castrated animals. W. BLore- 
VOGEL. Ztschr. f. mikros. anat. Forsch., 1928, xiii, 625. 

Disturbances in menstruation without genital findings. 
W. Bicier. Schweiz. med. Wchnschr., 1928, lviii, 833. 

Medicinal therapy of dysmenorrhoea. H. Dreyer. 
Zentralbl. f. Gynaek., 1928, lii, 1725. 

“Progynon” Schering, a new menstrual cycle hormone. 
I. Anenorrhoea (with and without genital hypoplasia). 
A. Srreck. Klin. Wehnschr., 1928, vii, 1172. 

Placental extract, progonon, in menstrual and castration 
disturbances. J. BAtIsSweILer. Zentralbl. f. Gynaek., 
1928, lii, 2227. 

The treatment of endocrine disturbances of menstrua- 
tion. EK. Martin. Deutsche med. Wchnschr., 1928, liv, 
oko. 

The treatment of leucorrhoea with a pressure douche. 
W. ErcuenGruen. Zentralbl. f. Gynaek., 1928, lii, 1978. 

The treatment of leucorrhoea and the action of spuman. 
O. Korster. Zentralbl. f. Gynaek., 1928, lii, 2105. 

Irradiation of the ovaries and hypophysis in disturbances 
of menstruation. D. G. Drips and F. A. Forp. J. Am. M. 
Ass., 1928, xci, 1358. [342] 

Experiences in menstrual disturbances in patients with 
ovarian disease. IF’. HEIMANN. Med. Klin., 1928, xxiv, 1111. 

The question of catamenial intra-abdominal haemorrhage. 
G. K. Ziwatorr. Zentralbl. f. Gynaek., 1928, lii, 1597. 

The rheumatism of the menopause. M. P. Wert. 
Bruxelles-méd., 1928, viii, 1630, 1697. 

Minor gynecology for the general practitioner. W. 
Hannes. Berlin. Klin., 1927, xxxiv, 1. 

Studies in the position of the female genital organs. P. 
Bounen. Arch. f. Gynaek., 1927, cxxxii, 8, 16. 

Vaginal hysterectomy coupled with colpoperineorrhaph y 
in certain forms of genital prolapse. ANDERSON. N. 
Zealand M. J., 1928, xxvii, 388. 

Sterile marriages and the problems they present. I. H. 
Noyes. Rhode Island M. J., 1928, xi, 189. 

Lipiodol as a diagnostic aid in gynecology. E. W. 
BERTNER. Texas State J. M., 1928, xxiv, 539. 

The injection of iodized oil in the uterus and fallopian 
tubes as a diagnostic procedure. W. F. Pickett. Texas 
State J. M., 1928, xxiv, 542. 


Lipiodol injection in the diagnosis of sterility. W. A 
Coventry. Minnesota Med., 1928, xi, 760. , 

Faulty results in contrast visualization of the female gen- 
italia and their methodical avoidance. G. K. F. Scuuttze. 
Zentralbl. f. Gynaek., 1928, lii, 2022. 

The basis of Loctuessiiginapinatar. G. K. F. ScHutrze. 
Ztschr. f. Geburtsh. u. Gynaek., 1928, xciii, 634. 

The clinical value of tubal insufflation and hystero- 
salpingography, with particular reference to technique and 
indications. G. HaseLtnorst. Ztschr. f. Geburtsh. u. 
Gynaek., 1928, xciii, 614. 

Radiation therapy in gynecology. I. I. Kaptan. Am. 
J. Obst. & Gynec., 1928, xvi, 855. 

Human sexual sterilization. S. H. Basrncton. Cali- 
fornia & West. Med., 1928, xxix, 360. 

The danger of intra-uterine contraceptive apparatus. 
P. StrRASSMANN. Deutsche Ztschr. f. d. ges. gerichtl. Med., 
1928, xii, 278. 

A comparative study of certain gynecological and 
obstetrical conditions as exhibited in the colored and white 
races. C. J. Mttter. Am. J. Obst. & Gynec., 1928, xvi, 
662. 342 

Is turpentine of therapeutic value in gynecology? A. von 
PrRoBSTNER. Monatsschr. f. Geburtsh. u. Gynaek., 1928, 
Ixxvii, 238. 

Blood transfusion in gynecology and obstetrics. G. 
HAseLuorst. Deutsche med. Wechnschr., 1928, liv, 1160. 

The acute pelvis. E. Wicttams. Brit. M. J., 1928, ii 


978. 
The treatment of pelvic infections. G. G. Warp. 
Pennsylvania M. J., 1928, xxxii, 63. [343] 


Experimental studies in tuberculosis of the female 
genitalia. Granzow. Med. Klin., 1928, xxiv, 803. 

Sterility and genital tuberculosis. E. Voor. Ztschr. f. 
Tuberk., 1928, li, 114. 

Gonococcus infection in female children. T. J. WILLIAMS. 
Am. J. Obst. & Gynec., 1928, xvi, 861. 

Curing chronic gonorrhoea ‘of the uterus and adnexa by 
means of subcutaneous injections of living gonococci (living 
vaccine). A. Lorser. Med. Klin., 1928, xxiv, 965. 

How long are gonococci demonstrable in dried vaginal 
and cervical secretiéns? R. Joacuimovits. Zentralbl. f. 
Gynaek., 1928, lii, 1780. 

Rare tumors of the female genitalia. Z. SzatrumAry. 
Orvosi Hetil., 1928, lxxii, 699. 

Cystocele at middle age treated by the interposition 
operation. H. M. Ciute. New England J. Med., 1928, 
CXCix, 994. 343 

The pre-operative and postoperative treatment of 
genital fistula: the use of salves in case of operative 
failure. E. Fiscuer. Zentralbl. f. Gynaek., 1928, lii, 2299. 

The indications for operation in cases of lutein cysts © 
associated with hydatidiform mole. A. FRUHLNSHOLZ. 
Gynéc. et obst., 1928, xviii, 193. [344] 

Clinical study of hydatid mole, chorioepithelioma, and 
lutein cysts. S. Josepn and E. RasBan. Arch. f. Gynaek., 
1928, Cxxxiv, 461. 

The poor gynecological risk. T.O. Burcer. Surg. Clin. 
N. Am., 1928, viii, 1315. 

Local anesthesia in gynecological laparotomies. A. 
TimorEew. Zentralbl. f. Gynaek., 1928, lii, 2116. 

Spinal anesthesia in gynecology. K. BurGer. Orvo- 
sképzés, 1928, xviii, Sonder-Nr., 33. 





394 INTERNATIONAL ABSTRACT OF SURGERY 


OBSTETRICS 


Pregnancy and Its Complications 


oe pregnancy. R. Pappock. Am. J. Obst. & 
Gynec., 1928, xvi, 845. 

The connie of pregnancy in general practice. VoLL- 
MANN. Deutsche med. Wchnschr., 1928, liv, gor. 

The diagnosis of pregnancy by the test for hormones of 
the anterior lobe of the hypophysis in the urine. S. 
Ascuuetm and B. Zonpek. Klin. Wchnschr., 1928, vii, 
1404. 

The diagnosis of pregnancy by the test for hormones of 
the anterior lobe of the hypophysis in the urine. S. 
Ascuuem and B. Zonpek. II. Practical and theoretical 
results of the urine examination. S. Ascuuetm. Klin. 
Wehnschr., 1928, vii, 1453. 

The influence of serum of the different stages of gestation 
on the action of hypophysin. H. Bienie. Arch. f. Gynaek., 
1927, CXXXii, 200, 221. 

The Aschheim-Zondek hormone test for pregnancy. 
H. W. Lourta and M. Rosenzweic. J. Am. M. Ass., 
1928, xci, 1988. 

A —_ technic que for roentgen diagnosis of early preg- 
nancy. G.ALBANo. Zentralbl. f. Gynaek., 1928, lii, 2084. 

= lh roentgenology and obstetrics. M. FAVREAU. 
J. de méd. de Bordeaux, 1928, cv, 727. 

Graphic reconstruction of a very young embryo. J. 
Fiorian. Spisy lek. Fak. Mararyk Univ., 1928, vi, 1. 

The period of gestation and the maturity of the fetus. 
H. Sectuem. Med. Klin., 1928, xxiv, 1073. 

The reaction of the body in pregnancy. K. LUNDWALL. 
Arch. f. Gynaek., 1928, cxxxiv, 158. [345] 

The function of the liver in pregnancy. I. Storage of 
dyestuffs in pregnancy. H. Hurtncer and C. W. Baber. 
Arch. f. Gynaek., 1928, cxxxiii, 720. [346] 

The function of the liver in pregnancy. Il. The occur- 
rence of viscerosensory Peaaete bile reflexes in pregnancy. 
H. Eurincer. Arch. f. Gynaek., 1928, cxxxiii, 733. 

Pregnancy and the pulmonary circulation. ‘The physi- 
ology of pregnaney. H. Lewin. Zentralbl. f. Gynaek., 
192%, lii, 1918. 

The significance of colloidal structure in pregnancy. H. 
Eurincer. Deutsche med. Wchnschr., 1928, liv, 1204. 

The hydrogen-ion concentration in the blood during 
pregnancy, labor, and the puerperium. A. Bock. Arch. f 
Gynaek., 1928, Cxxxi, 468. 

Ultrafiltrable calcium, potassium, and sodium during 
normal and pathological pregnancy. M. Ropecurt, A. 
Koentc, and A, BecensurGer. Ztschr. f. Geburtsh. u 
Gynaek., 1928, xciii, 410. 

Estimations of the calcium in the blood serum of mother 
and child. A. Scuoentc. Monatsschr. f. Geburtsh. u 
Gynaek., 1928, lxxviii, 32. (347) 

The calcium content of the blood at different stages of 
pregnancy and in toxicoses and puerperal diseases. M. 
Sserpyukorr and A. Morosova. Monatsschr. f. Geburtsh. 

u. Gynaek., 1928, Ixxviii, 237. [347] 

Biological differences between the serum of the mother 
and child. L. Gozony. Orvosi hetil., 1928, lxxii, 739. 

The surface tension of the serum during pregnancy. H. 
EuFrINcer. Monatsschr. f. Geburtsh. u. Gynaek., 1928, 
Ixxix, 271. 

Decidual formation in the ovary during pregnancy. 
Brit. M. J., 1928, ii, 1037. 

Further contribution on displacement of the cecum 
during pregnancy. FueraH and OBLADEN. Deutsche med. 
Wehnschr., 1928, liv, 819. 


The value of the lateral measurements of the pelvis 
(conjugata lateralis). J. Koerner. Deutsche med. 
Wehnschr., 1928, liv, 990. 

Roentgen pictures of the oblique pelvis. J. Gajzaco. 
Orvosképzés, 1928, xviii, Sonder-Nr., 89. 

Pregnancy with complications. D. H. Bessessen. J. 
Indiana State M. Ass., 1928, xxi, 524. 

Disturbances in the basal metabolism during pregnancy 
and the puerperium. F. Wersener. Muenchen. med. 
Wehnschr., 1928, Ixxv, 1285. 

Four unusual obstetrical cases. INcuts. N. Zealand 
M. J., 1928, xxvii, 351. 

The theory of the birth sex ratio and the determination 
of sex in man. K. E. BUESING. 1928: Stuttgart, Ferdinand 
Enke. 

ectopic gestation: an analysis of fifty consecutive cases. 
J. B. Dawson. Med. J. Australia, 1928, ii, 616. 

A study of the uterine and tubal decidual reaction in 
tubal pregnancy; based on the histological examination of 
the tubes and endometria of fifty-three cases of ectopic 
gestation. A. R. Morrrz and M. Douctass. Surg., Gynec. 
& Obst., 1928, xlvii, 785. 

Uterine and extra-uterine pregnancy. H. P. Miter. 
J. Am. M. Ass., 1928, xci, 1893. 

Extra-uterine pregnancy: analysis of twenty-eight cases. 
L. W. Pottok, Texas State J. M., 1928, xxiv, 545. 

Specimen of pregnancy in a completely detached left 
horn of a uterus bicornis unicollis. Sir FE. MacLean. 
Proc. Roy. Soc. Med., Lond., 1928, xxii, 179. 

A case of tubal twin pregnancy. H. FE. Jorpanand R.H. 
Meape, Jr. Virginia M. Month., 1928, lv, 605. 

Tubal twin pregnancy. R. Brown. Surg. Clin. N. Am., 
1928, vill, 1307. 

The surgical treatment of the peritoneal lesions in intra- 
ligamentous tubal pregnancy. A. GueNLtN. Bruxelles-méd., 
1928, vili, 1661. 

A case of unruptured interstitial tubal pregnancy. R. W. 
Jounsrone. J. Obst. & Gynaec. Brit. Emp., 1928, xxxv, 


732 

Tubal pregnancy in a case of ovarian tumor, with the 
report of a case. E. Voetcker. Zentralbl. f. Gynaek., 
1928, lii, 2224. 

Death of one fetus during the course of twin pregnancy 
from torsion of the umbilical cord. P. A. Lanpa, M. V. 
Fatsfa, and M. L. Pérez. Bol. Soc. de obst. y ginec. de 
Buenos Aires, 1928, vii, 332. 

Severe obstetrical complications from pathological fixa 
tion of the uterus in anteflexion. H. KuestNer. Muenchen. 
med. Wchnschr., 1928, Ixxv, 1036. 

A further contribution on spontan2ous central rupture of 
the uterine cervix. F. Feperttin. Zentralbl. f. Gynaek., 
1928, lii, 2037. 

Occiput-posterior postion. H. G. Mutpp.Lekaurr. 
Virginia M. Month., 1928, lv, 646. 

Rare skin changes in pregnancy. K. Kaiser. Med. 
Klin., 1928, xxiv, 933- 

Recurring toxigravid dermatosis, prurigo of pregnancy. 
J. E. Bazan. Bol. Soc. de obst. y ginec. de Buenos Aires, 
1928, vii, 374- 

Skin pigmentation during pregnancy; the relation of 
toxemia of pregnancy to abnormal pigmentosis and the 
influence of pregnancy on Recklinghausen’s disease. 5. 
NIsHIZAKI. Jap. J. Obst. & Gynec., 1928, xi, 241. 

Skin pigmentation during pregnancy. I. A tintometet 
for skin pigmentation of gravid and non-gravid women in 
Japan. S. Nisuizakr. Jap. J. Obst. & Gynec., 1928, xi, 236. 








— > 


Ixy 


gra 








BIBLIOGRAPHY OF 


Sacral hernia of a retroflexed gravid uterus following 
amputation of the rectum and resection of the sacrum. 
E. Fiscuer. Zentralbl. f. Gynaek., 1928, lii, 2986. 

Perforated uterus with strangulated hernia. <A. A. 
Mattuews. Surg. Clin. N. Am., 1928, viii, 1457. 

Chorea gravidarum. A. M. Camppecri. Am. J. Obst. & 
Gynec., 1928, xvi, 881. 

Retinitis of pregnancy. 
J., 1928, xi, 196. 

Bronchial asthma as a complication of pregnancy. R. 
SpreGLER. Monatsschr. f. Geburtsh. u. Gyniek., 1928, 
Ixxix, 193. 

Pregnancy and tuberulosis. E. 
Tuberk., 1928, li, 119. 

Brain syphilis in a gravid woman cured by malaria 
treatment. A. Sarsd. Orvosi hetil., 1928, Ixxii, 682. 

A case of pernicious anemia of pregnancy. A. J. GutRoy 
and A. Jaxos. Bol. Soc. de obst. y ginec. de Buenos Aires, 
1928, vii, 345. 

Heart disease and pregnancy. 
1928, xviii, Sonder-Nr., 118. 

Cardiac disease in pregnancy. B. E. HAMILTON and F. S. 
KELLoGG. J. Am. M. Ass., 1928, xci, 1942. 

Observations upon the evolution of the cardiopathies of 


J. W. Leecu. Rhode Island M. 


ScuraG. Ztschr. f. 


J. Orré, Orvosképzés, 


pregnancy. Trias pe Bes. Rev. méd. de Barcelona, 
1928, V, 320. 
Ileus in pregnancy. H. KemKkes. Deutsche med. 


Wchnschr., 1928, liv, 1161. 

The nature and treatment of glycosuria during pregnancy. 
E. Vocr. Therap. d. Gegenw., 1928, Ixix, 208. 

Diabetes and pregnancy. I’. UMBer and M. RosenBerG. 
Ztschr. f. klin. Med., 1928, cviii, 33. 

Insulin in obstetrics. O. S. HANSEN. 
1928, xi, 803. 

Pyelitis of pregnancy. E. 
Ixvili, 315, 342, 303, 415. 

Contribution on the etiology and treatment of -pyelitis 
gravidarum. J. Horpaver. Arch. f. Gynaek., 1928, cxxxiv, 


Minnesota Med., 


PFEIFFER. Gydégydszat, 1928, 


Considerations upon two cases of nephritis and preg 
nancy. A. J. Gutroy and L. Rosenwasser. Bol. Soc. de 
obst. y ginec. de Buenos Aires, 1928, vii, 368. 

Vomiting of pregnancy. J. Am. M. Ass., 1928, xci, 1937. 

The prognosis of pernicious vomiting of pregnancy based 
on blood chemistry (acetone bodies). S. Szarka. Orvo- 
sképzés, 1928, xviii, Sonder-Nr., 129. 

Toxiemias of pregnancy. F. L. Apair. J.-Lancet, 1928, 
xIviii, 535. 

Separating the toxzemias of pregnancy into the dys- 
hormonoses, the dysneurovegetoses, the dysionoses, and 
the dyscolloidoses of pregnancy. L. Serrz and H. EuFINGER. 
Muenchen. med. Wchnschr., 1928, Ixxv, 986. 

A suggestion as to the etiology of eclampsia. N. ELLER 
BROCK. Muenchen. med. Wchnschr., 1928, Ixxv, 1039. 

Eclampsia occurring three times in the same patient. 
Laun. Zentralbl. f. Gynaek., 1928, lii, 1792. 

Note on the apparent absence of pressor substances in 
eclamptic serum. D. G. E. Potrer. J. Obst. & Gynec. 
Brit. Emp., 1928, xxxv, 743. 


Eclampsia and infant mortality. B. Tunis. Zentralbl. f. 


Gynaek., 1928, lii, 1928. 
Eclampsia and albuminuria. Brit. M. J., 1928, ii, 1039. 
The use of morphine in eclampsia. A. M. Davipson. 
Med. J. Australia, 1928, ii, 612. {348] 


A case of double monster. M. Umar. Indian M. Gaz., 


1928, lxiii, 706. 


A study of the erythrocytes of the human fetus. F. Aiko. 
Jap. J. Obst. & Gynec., 1928, xi, 252. 
Physiological investigation of the fetus. Report 5. 


Supplementary research of ferments in the digestive organs; 


CURRENT LITERATURE 


395 


lipase in the liver. T. TACHIBANA 
1928, xi, 220. 

Physiological investigation of the fetus. Report 6. 
Supplementary research of ferments in the digestive 


Jap. J. Obst. & Gynec., 


organs: lipase in the intestines. T. Tacntpana. Jap. J. 
Obst. & Gynec., 1928, xi, 227. 
Premature separation of the normally implanted 


placenta. J. W. O’Connor. 
cxcix, 1248. 

The management of placenta previa. I. 
Orvosi Hetil., 1928, Ixxii, 850. 

Perforation of the uterus in a case of adherent placenta. 
Bakanow. Zentralbl. f. Gynaek., 1928, lii, 2150. 

Autolysis of the placenta. S. Mizunara and T. 
BANA. Jap. J. Obst. & Gynec., 1928, xi, 288. 

Bacillus pyocyaneus bacteremia of plac ental origin. J. 
D. Sorrer. Am. J. Obst. & Gynec., 1928, xvi, 889. 

Abortion, its dangers and prevention. W. LiepMANN. 
Jahresk. f. aerztl. Fortbild., 1928, xix, 21. 

Handling cases of abortion. H. L. BrockMANN. 
M. & S., 1928, xc, 809. 

An experimental investigation concerning toxic abortion 
produced by chemical agents. M. M. Darnow. J. Obst. & 
Gynec. Brit. Emp., 1928, xxxv, 693. 

Cerebral embolism following attempts at abortion. ©. 
HAseLnorst. Muenchen. med. Wehnschr., 1928, Ixxv, 
1130. 

Therapeutic abortion for acute hydramnion. 
Orvosképzés, 1928, xviii, Sonder-Nr., 63. 

Therapeutic abortion by means of the roentgen ray. 
W. Fuerst. Strahlentherapie, 1928, xxvii, 496. 

The value of antenatal care. N. M. FALKLINER. 
M. Sc., 1928, No. 36, 749. 


New England J. Med., 1928, 


SZTEHLO. 


TAcut- 


South. 


B. GyULal. 


Irish |. 


Labor and Its Complications 


The increased stillbirth rate. Bennet. N. Zealand 
M. J., 1928, xxvii, 382. 

The histological changes in irregular rupture of the 
membranes. I. Szenten. Orvosképzés, 1928, xviii, 
Sonder-Nr., 113. 

The mechanism of spontaneous deliv ery (Denmann) and 
the influence of Bandl’s contraction ring upon it. P. 
ScuuMacHer. Zentralbl. f. Gynaek., 1928, lii, 2140. 

The effect of physiological labor on function of the 


kidney. S. Srerancstk. Orvosképzés, 1928, xviii, 
Sonder-Nr., 95. 

The management of weak labor pains. G. PALL. 
Orvosképzés, 1928, xviii, Sonder-Nr., 67. 

Gravitol, a new ecbolic. Scumiptr and Scuo__t. Muen 


chen. med. Wchnschr., 1928, xxv, 1283. 

Why concentrated hypophyseal extracts? OrrerGELp. 
Therap. d. Gegenw., 1927, Ixviii, 497. 

The conduct of labor in pregnancy carried beyond term. 
I. Witrenseck. Zentralbl. f. Gynaek., 1928, lii, 1759. 

The operative treatment of breech presentation. ©. 
KursTNER. Monatsschr. f. Geburtsh. u. Gynaek., 1928, 
Ixxvili, 379. 

Occiput anterior and occiput-posterior presentation. H. 
Naujoks. Zentralbl. f. Gynaek., 1928, lii, 1899. 

Congenital ectopic kidney as a tumor previa in labor. 


A. P. Ramos. Gynéc. et obst., 1928, xviii, 97. [348] 
Experiences with the Zweifel forceps. P. Hurssy. 


Zentralbl. f. Gynaek., 1928, lii, 2031. 
Rationalizing the protection of the perineum. R. T. 
Jascuke. Arch. f. Gynaek., 1928, cxxxiv, 193. 
Syncope during labor. K. Borumer. Deutsche Ztschr. 
f. d. ges. gerichtl. Med., 1928, xii, 5. 
Labor in cases of heart disease. Y. Jap. J. 
Obst. & Gynec., 1928, xi, 259. 


VON 


KANKL. 











396 INTERNATIONAL ABSTRACT OF SURGERY 


The treatment of fetal asphyxia during labor. FE. 
Sprer. Zentralbl. f. Gynaek., 1928, lii, 2082. 

Obstetrics and brain injuries during labor. Pu. Scuwartz. 
Zentralbl. f. Gynaek., 1928, lii, 2146. 

The indications for cvsarean section. G. FE. THompson. 
J. South Carolina M. Ass., 1928, xxiv, 272. 

Some historical notes on the technique of cesarean 
section. L. EK. Puaneur. Surg., Gynec. & Obst., 1928, 
xlvii, 851. 

A new modification of the technique of cervical cesarean 
section (suture of the round ligaments over the uterine 
suture). B. Ascuner. Zentralbl. f. Gynaek., 1928, lii, 1977. 

Cesarean section on a dwarf aged forty years. J. T. 
Mason and H.C. Turner. Surg. Clin. N. Am., 1928, viii, 
1453- 

Three cases of Portes’ operation. A. B. Enriquez and 
O. JueRGENS. Bol. Soc. de obst. y ginec. de Buenos Aires, 
1928, vii, 352. 

Attempts at improving obstetrical twilight sleep. H. 
Kieniin. Zentralbl. f. Gynaek., 1928, lii, 1946. 

Regional anesthesia in obstetrics. W. Pickirs and S. S. 
Jones. New England J. Med., 1928, cxcix, 988. [349] 

Controllable spinal anesthesia in obstetrics. G. P. 
Pirkin and F. C. McCormack. Surg., Gynec. & Obst., 
1928, xlvii, 713. [349] 

Scopolamine anwsthesia in the second stage of abnormal 
labor. B. VAN Hoosen. Anes. and Anal., 1928, vii, 353. 

Obstetrical operations under local anesthesia.  B. 
GyuLat. Orvosképzés, 1928, xviii, Sonder-Nr., 58. 

Increasing the tonus of the uterus in the third stage of 
labor with tonopleon. [. Sotms. Deutsche med. Wehnschr. 
1928, liv, 954. 

Is manual extraction of the placenta a dangerous 
obstetrical procedure? H. Herter and B. Sretnnarpr. 
Clin. y lab., 1928, xiv, 303. 

Remarks on the Kristeller expression based on a case of 
fetal rib fracture during labor. KE. DANteEL. Orvosképzés, 
1928, xviii, Sonder-Nr., 93. ‘ 


Puerperium and Its Complications 


The presence of caffeine in the mother’s milk following 
the drinking of coffee. E. Scuttr and R. Wontnz. Arch. f. 
Gynaek., 1928, Cxxxiv, 201. 

A hematoma of the vulva the size of a child’s head 
following spontaneous labor. C. Gata. Rozhledy v chir., 
1927, Vi, 270. 

A case of inversion of the uterus after delivery. R. 
PotLAk. Med. Klin., 1928, xxiv, 974. 

A case of puerperal uterine inversion. C. DuverGes and 
O. JuERGENS. Bol. Soc. de obst. y ginec. de Buenos Aires, 
1928, vii, 431. 

Postpartum anemia. J. A. Power and J. B. Davey. 
Brit. M. J., 1928, ii, 1131. 

Cardiac activity and the puerperium. W. 
Ztschr. f. Kreislaufforsch., 1928, xx, 320. 

Two rare cases of puerperal thrombosis. A. LAsz.6. 
Orvosképzés, 1928, xviii, 102. 

Gymnastic exercises for the prevention of thrombosis 
and embolism following labor and operations. WALTHARD. 
Arch. f. Gynaek., 1928, cxxxii, 359. 

Gangrene of the extremities following normal labor, tubal 
pregnancy, and septic abortion. W. Scumipt. Zentralbl. f. 
Gynaek., 1928, lii, 1950. 

Endangering parturient and puerperal women by foci of 
infection in the mouths of midwives. K. I’. HorrMann. 
Muenchen. med. Wchnschr., 1928, Ixxv, 995. 

An experimental study of the serum treatment of 
puerperal fever. B. KAny6 and A. LAszi6. Orvosképzés, 
1928, xviii, Sonder-Nr., 145. 


Haupt. 


Report of the Committee on survey of the incidence of 
puerperal septicemia in Massachusetts in 1927. New 
England J. Med., 1928, cxcix, 1253. 

Streptococcal vaccines in the treatment of puerperal 
sepsis. R. R. ARMSTRONG and W. Suaw. Brit. M. J., 1928, 
ii, 1082. 

The development of generalized acute miliary tuberculo- 
sis in the puerperium. D. Ratsz. Orvosképzés, 1928, 
xviii, Sonder-Nr. 73. 


Newborn 


The determination of paternity according to law and 
from the scientific standpoint. H. SeLLHerM. 1928: 
Munich, Bergmann. 

The importance of the care of the newly born infant. 
I. C. Neve. J. Kansas M. Soc., 1928, xxix, 398. 

The prevention and treatment of neonatal morbidity and 
mortality. J. BRENNEMANN. Illinois M. J., 1928, liv, 452. 

The management of gonorrhoeal opthalmia. T. D. Boaz. 
Tri-State Med. J., 1928, i, 64. 

Instrumental care of the umbilicus. F. 
Orvosképzés, 1928, xviii, Sonder-Nr., 39. 

The tendency toward hemorrhage in the newborn, based 
on a rare case. DP. Ratsz. Orvosképzés, 1928, xviii, 
Sonder-Nr., 79. 

Anemia and jaundice in a newborn child. H. H. C. 
Grecory. Proc. Roy. Soc. Med., Lond., 1928, xxii, 136. 

A case of tetanus neonatorum—recovery. Glasgow M. 
J., 1928, Cx, 354. 

A further contribution on congenital defects of the skin; 
a familial and fatal disease with vesicle formation and a 
congenital defect of the skin. F. Hretnricuspaurr. Arch. 
f. Gynaek., 1928, cxxxiv, 673. 

Investigation of the cerebral nerves of an anencephalus. 
S. Surnozakt. Jap. J. Obst. & Gynec., 1928, xi, 283. 

Cranial and intracranial damage in the newborn. D. 
Munro. Surg., Gynec. & Obst., 1928, xlvii, 622. [350] 

Obstetrical paralysis. V. Moonry. Pennsylvania M. 
J., 1928, xxxii, 149. a 

A case of diaphragmatic hernia in an infant. G. H. 
Dopps and J. D.S. Frew. J. Obst. & Gynec. Brit. Emp., 
1928, XXXV, 737- 

Specimens from a case of congenital deficiency in ab- 
dominal muscles. A. Moncrterr. Proc. Roy. Soc. Med., 
Lond., 1928, xxii, 139. 


Torbay. 


Miscellaneous 


Fertile marriages and decreased birth rate in Germany. 
H. Avsrecut. Zentralbl. f. Gynaek., 1928, lii, 2152. 

Concerning the fate of women following the decision not 
te perform abortion. H. Gotpscumipt. Med. Kilin., 
1928, xxiv, 1c03. 

Is the fertility of women compromised by abortion? 
VorceLt. Arch. f. Frauenh. u. Konstitutionsforsch., 1928, 
xiv, 189. 

Obstetrics in the home and in the clinic. M. Hrrscu. 
Med. Klin., 1928, xxiv, 962. 

Some obstetrical experiences. T. G. Wirson. Med. J. 
Australia, 1928, ii, 777. 

Some obstetrical experiences. W. A. Verco. Med. J. 
Australia, 1928, ii, 779. 

Some obstetrical experiences. J. A. Bonnin. Med. J. 
Australia, 1928, ii, 781. ; 

The mortality of pregnancy, labor, and the puerperium. 
H. NEVERMANN. Zentralbl. f. Gynaek., 1928, lii, 2351. , 

What therapeutic measures has pharmacology to offer in 
obstetrics? Ercuottz. Muenchen. med. Wchnschr., 1928, 
Ixxv, 1281. 








xX) 
O 


he 


Ca 


his 
ur 








y. 


ot 
a, 


yn? 
2 


rin 


28, 





BIBLIOGRAPHY OF CURRENT LITERATURE 397 


The cerebrospinal fluid in obstetrics. S. MizuHARa. 


Jap. J. Obst. & Gynec., 1928, xi, 282. 


Observations the color of the urine during pregnancy, 
labor, and the puerperium. O. Herscu. Klin. Wehnschr., 


1928, vii, 1421. 


The treatment of syphilitic mothers and children in wel 
fare stations. M. Haun. Ztschr. f. Geburtsh. u. Gynaek., 
1928, xviii, 295, 318. [350] 

Striz gravidarum of Japanese women. S. Mizunara and 
S. Fuxut. Jap. J. Obst. & Gynec., 1928, xi, 281. 


GENITO-URINARY SURGERY 


Adrenal, Kidney, and Ureter 


The present status of the adrenal problem. C. A. 


Dracstept. Northwest Med., 1928, xxvii, 557. 
A case of suprarenal syncope. D. Euus. 
Rep., Lond., 1928, Ixxviii, 481. 


The scientific basis of cortical adrenal opotherapy. J. 


Mouzon. Presse méd., Par., 1928, xxxvi, 1370. 

Congenital absence ‘of one kidney. M. F. Camesent. 
Ann. Surg., 1928, Ixxxvili, 1039. 

A renal ectopia simulating an extra-uterine pregnancy. 
Q. JueRGENS. Bol. Soc. de obst. y ginec. de Buenos Aires, 
1928, vii, 370. 

Tests of renal efficiency. If. Blood analysis: dye tests. 
G. A. Harrison. Lancet, 1928, ccxv, 1143. 

The normal and the abnormal kidney (pelvis) and 
ureter. R. L. ANDERSON. J. Am. M. Ass., 1928, xci, 1792. 

Movable kidney. A. Jurasz. Proc. Roy. Soc. Med., 
Lond., 1928, xxii, 209. 

The physiology of the milking muscle of the kidney. 
M. Muscuat. Am. J. Med. Sc., 1928, clxxvi, 851. 

Congenital hydronephrosis. O. F. Lamson. Surg. Clin. 
N. Am., 1928, viii, 1435. 

Hydronephrosis due to an anomalous renal blood vessel. 
O. F. Lamson. Surg. Clin. N. Am., 1928, viii, 1439. 

Pyelo ureteroplastic correction of an enormous hydro 
nephrosis. J. C. SARGENT. J. Urol., 1928, xx, 613. 

Pyelography. M. B. Wesson. California & West. Med., 
1928, Xxix, 297. (351 | 

Pyelitis. R. F. THorNnuitn. Virginia M. Month., 1928, 
lv, 657. 

'Pyelitis and pyelonephritis. A. G. Gipson. Lancet, 
1928, CCXV, 903. [351] 

Pyelonephritis. A. H. Crossir. Northwest Med., 1928, 
XXvli, 516. [352] 

Early tuberculosis of the kidney. C. B. Tayior. J. 
Oklahoma State M. Ass., 1928, xxi, 349. 

Tuberculosis of the kidney. P. M. McNetr. 
homa State M. Ass., 1928, xxi, 352. 

Surgical treatment of tuberculosis of the kidney. L. 
Lonc. J. Oklahoma State M. Ass., 1928, xxi, 357. 

Bilateral renal tuberculosis; end-stage with sclerosis and 
calcification. D. F. Rupnick. J. Urol., 1928, xx, 625. [352] 

Albuminous stones in the renal pelvis; attempt at their 
histochemical decomposition. J. Troeitzscu. Ztschr. f. 


J. Okla- 


urol. Chir., 1928, xxiv, 448. [352] 
Calculous anuria. G. F. Cantii and H. H. Gite. J. Am. 
M. Ass., 1928, xci, 1970. [353] 


Report of a case of bilateral cystic kidney. L. T. Price. 
Virginia M. Month., 1928, lv, 600. 

The renal circulation following various elongations of 
pyelotomy incisions. C.L. Deminc. J. Urol., 1928, xx, 713. 

Kidney resection. A. J. Scuoty. Ann. Surg., 1928, 
Ixxxviii, 1045. 

Supernumerary ectopic ureters. W. M. Spitzer and 
I. E. Wattri. Ann. Surg., 1928, Ixxxviii, 1053. 

The elasticity of the fetal ureter. H. BANteckr. Zentralbl. 
f. Gynaek., 1928, lii, 1526. 

Ureteral obstruction in infancy. M. F. Campseit. Am. 
J. Surg., 1928, v, 445. [353] 


Guy’s Hosp. 


Extrinsic ureteral strictures. 
J., 1928, liv, 435 

Ureteral calculus. W. B. Houven. Surg. Clin. N. Am., 
1928, viii, 1407. 

An impacted stone in the ureter. 
Surg. Clin. N. Am., 1928, viii, 1461. 

Extraction of calculi of the ureter through the natural 
passages. G. Luys. Bull. et mém. Soc. d. chirurgiens de 
Par., 1928, xx, 682. 

An impacted stone in the lower ureter removed by inci 
sion through the posterior bladder. R. Brown. Surg. 
Clin. N. Am., 1928, viii, 1311. 

The treatment of ureteral fistulae by radiotherapy of the 
kidney. J. SéniQque. Presse méd., Par., 1928, xxxvi, 1330. 

Transplantation of the ureters into the large intestine. 
R. C. Correy. Surg., Gynec. & Obst., 1928, xlvii, 593. 

[353] 

Modified Coffey technique for uretero-intestinal anas- 

tomosis. H. D. Furniss. J. Urol., 1928, xx, 680. 


C. O. Rercu. Illinois M. 


A. A. MaAtrurEws. 


Bladder, Urethra, and Penis 

Replacement of the vesical sphincter. Bracur. Arch. 
f. Gynaek., 1927, Cxxxii, 608, 86. 

Sphincter hypertrophy as the cause of chronic urinary 
retention. F. Surer. Schweiz. med. Wehnschr., 1928, 
Iviii, 570. 

The vesicorenal reflux. GripeEKOVEN. 
1928, viii, 1641. 

A roentgen study of the paralytic bladder. F. Fucus 
and H. Horr. Ztschr. f. urol. Chir., 1928, xxiv, 521. 

Extravasation from the lower urinary tract. J. J. 
RAVENEL. South. M. & S., 1928, xc, 811. 

Submucous fibrosis (localized cystitis). W. A. Fronrz. 


Bruxelles-méd., 


South M. J., 1928, xxi, 899. [353] 
Stone in the bladder. H. Canor. J. Am. M. Ass., 1928, 
xci, 1968. [354] 


Resection of obstructions at the vesical orifice with the 
maximilian stern resectoscope. T. M. Davis. J. South 
Carolina M. Ass., 1928, xxiv, 274. 

The treatment of malignant tumors of the bladder. R. 
Darcet. J. de méd. de Bordeaux, 1928, xv, 763. 

The surgical! treatment of malignant tumors of the blad- 
der. V. C. Hunt. J. Am. M. Ass., 1928, xci, 1704. [354] 

Practical surgery. Some of the acute and subacute 
emergencies in the surgery of the urethra and the bladder. 
J. E. Summers. Nebraska State M. J., 1928, xiii, 450. 

Repair of epispadias and exstrophy of the bladder. EF. W. 
Rockey. Surg. Clin. N. Am., 1928, viii, 1503. 

Epispadias in females and its surgical treatment. D. M. 
Davis. Surg., Gynec. & Obst., 1928, xlvii, 680. [354] 

Congenital valvular obstruction of the urethra. H. B. 
Kinc and W. P. H. SuHetpon. Lancet, 1928, ccxv, 1126. 

Stricture of the female urethra. A. E. ANDERSON. 
Northwest Med., 1928, xxvii, 520. [355] 


Genital Organs 


Pseudohermaphroditism. T. V. Dickinson. Proc. Roy. 
Soc. Med., Lond., i928, xxii, 137. 








308 INTERNATIONAL 


One hundred cases of gonorrhoea treated by trypaflavine. 
MéNpez Atvarez. Arch. de med., cirug. y especial., 
1928, ix, 673. 

A new procedure in the treatment of gonorrhoea. M. 
Duray. Bruxelles-méd., 1928, viii, 1650. 

Pyretotherapy in the treatment of gonorrhoea by induc- 
ing aseptic abscess. S. Nirris. New England J. Med., 
1928, CXCiX, 1041. [355] 

The importance of early differential diagnosis in genital 
ulcerations in the male. L. B. Greene. Pennsylvania 
M. J., 1928, xxxii, 153. 

A study of the vesical retention in prostatics by cysto- 
roentgenography in profile in the recumbent and the erect 


positions. G. BouLLANp. Presse méd., Par., 1928, xxxvi, 
1322. 

Prostatic obstruction. Hl. Witttams. Brit. M. J., 1928, 
ii, TO31. 


The treatment of chronic prostatitis by injection. O. 
Grant. South. M. J., 1928, xxi, 999. 

Medical and surgical problems in prostatic obstruction. 
Il. H. Younc. New England J. Med., 1928, excix, 859. [355] 

Surgery of the prostate gland, with a report of operative 
results. O. S. Lowstey. Proc. Roy. Soc. Med., Lond., 
1928, Xxii, 35. 

The author's caute ry punch for prostatic obstruction. 
J. R. Caucx, J. Oklahoma State M. Ass., 1928, xxi, 


327. 


Three cases of prostatectomy (Freyer’s operation). L. . 


Je Aquino. Folha med., 1928, ix, 341. 

Prostatectomy. Perineal versus suprapubic route. A.C. 
A. Gaut. Northwest Med., 1928, xxvii, 506. 

Suprapubic prostatectomy. W. S. Pucu. Med. J. & 
Rec., 1928, cxxviii, 613. 

Ischiorectal prostatectomy, with observations on pre- 
operative examination of prostatic patients. O. Ortu. 
Ztschr. f. urol. Chir., 1928, xxv, 104. 

Primary sarcoma of the prostate and seminal vesicles. 
A. A. Wassityerr. Ztschr. f. urol. Chir.,-1928, xxv, 1. 

The pathology of epididymitis. H.C. Rotnick. Surg., 
Gynec. & Obst., 1928, xlvii, 806. 

The intravenous administration of sodium iodide in the 
treatment of gonorrhoeal epididymitis. J. S. CHALMERs. 
Virginia M. Month., 1928, lv, 652. 

Tuberculosis of the epididymis; a critical review based 
on the study of ninety-four cases. H. L. KretscHMer. 
Surg., Gynec. & Obst., 1928, xlvii, 652. 

Management of the operative stump and prophylactic 
ligation of the ductus deferens in operations for genital 
tuberculosis. P. D. Ssocoworr. Arch. f. klin. Chir., 1928, 
cli, 224. 

The pathological changes in the seminal vesicles (based 
on postmortem material). A. A. WassiLjerr. Ztschr. f. 
urol. Chir., 1928, xxiv, 502. 

“Traumatic orchitis:” a misnomer. M. B. Wesson. 
J. Am. M. Ass., 1928, xci, 1857. 

Mumps orchitis with especial reference to sterility: re- 
port of two cases. F. P. Twrnem. New England J. Med., 
1928, cxcix, 1262. 


SURGERY OF THE BONES, 


Conditions of the Bones, Joints, Muscles, 
Tendons, Etc. 


The present conception of the growth of bone. J. 


C. Guosu. Calcutta M. J., 1928, xxiii, 278. 


Experiments on influencing the length growth of bones. 
P. Prrzen. Ztschr. f. orthop. Chir., 1928, xlix, 554. 


ABSTRACT OF SURGERY 


Acute torsion of an undescended testis in an infant aged 
eight months. G. J. Fetpstetn. Am. J. Dis. Child., 1928, 
XXXVi, 1231. 

The “formes frustes” of torsion of the sessile hydatid of 
Morgagni. A. Moucnet. Presse méd., Par., 1928, xxxvi, 
1345. 

Structure of testicular grafts four years and five months 
old. E. Rerrerer and G. ALExANbescu. J. d’urol. méd. 
et chir., 1928, xxvi, 113. [355 

The treatment of a case of male hypospadias. A. B. 
Cecit. Surg. Clin. N. Am., 1928, viii, 1343. 

The peg of a case of male epispadias. A. B. 
Ceci. Surg. Clin. N. Am. , 1928, > 1351. 

Plastic operation on the penis. . B. Hotpen. Surg. 
Clin. N. Am., 1928, viii, 1409. 

Orchidopexy for varicocele. W. E. Courrs. Ann. Surg., 

1928, Ixxxviii, 1093. 


Miscellaneous 


Everyday genito-urinary problems. H. C. WINsLow. 
Pennsylvania M. J., 1928, xxxii, 151. 

European urology. F. Hinman. California & West. 
Med., 1928, xxix, 367. 

The relative value of the symptomatology in the diag 
nosis of diseases of the urinary tract. A. J. Sparks. J. 
Indiana State M. Ass., 1928, xxi, 515. 

Pain from a urological standpoint. C. 
Northwest Med., 1928, xxvii, 560. 

The urological problems of childhood. A. I. Dopson. 
Virginia M. Month., 1928, lv, 622. 

The comparative study of methods of estimating uric 
acid in the urine. R. CaLatroni and A. Tomast. Rev. 
argent. de biol., 1928, iv, 405. 

The determination of the presence and significance of 
reducing substances in the urine. I. The practitioner's 
results. E. C. Dopps. Lancet, 1928, ccxv, 1200. 

The determination of the presence and significance of 
reducing substances in the urine. IT. F.C. Dopps. Lancet, 
1928, CCXxV, 1255. 

The physiology of micturition. I. H. Repewme. J. 
Am. M. Ass., 1928, xci, 1960. 

Non-obstructive suppression of urine. 
Lancet, 1928, ccxv, 1233. 

The present conception of enuresis. M. 
Presse méd., Par., 1928, xxxvi, 1363. 

Acute urinary extravasation. W. R. Meeker. South. 
M. J., 1928, xxi, 1018. 

Tuberculosis of the genital tract. H. C. Bumpus, Jr., 
and G. J. Tuompson. Surg., Gynec. & Obst., 1928, xlvii, 


D. Donanvur. 


A. A. OSMAN. 


NATHAN. 


or. 
The surgical treatment of urogenital tuberculosis. I’. 
Hinman. Surg. Clin. N. Am., 1938, viii, 1395. 56 
The surgical treatment of lower tract ‘tuberc ulosis, geni- 
tal and vesical. F. Hinman. J. Urol., 1928, xx, 521. 
A review of urological surgery. A. J. SCHOLL, E. 5. 
—— L. D. Keyser, G. S. Fou.ps, J. VerBRuGGE, and 
. A. KutzmMann. Arch. Surg., 1928, xvii, 1051. 


JOINTS, MUSCLES, ‘TENDONS 


The regeneration of bone in its relation to surgery. 
H. Drerricu. Muenchen. med. Wchnschr., 1928, lxxv, 
1489. 


The causes of pseudarthroses and their treatment. L. 


Boeuwter. Klin. Wchnschr., 1928, vii, 1332. 
The influence of the sex glands on the growth of bone. 
Y. Kryonarr. Fol. endocrin. jap., 1928, iv, 37. 








xi 


iz 


Al 





} 


d 





BIBLIOGRAPHY OF CURRENT LITERATURE 399 


Considerations upon exostoses. B. VIANNA. Folha med., 
1928, ix, 353. 

Some physiological ideas useful for the understanding of 
bone pathology. R. Lrericue and A. Poricarp. Presse 
méd., Par., 1928, xxxvi, 1282. 

A case of osteomalacia treated by thymus transplanta- 
tion. O. KHoor. Endokrinologie, 1928, ii, 40. 

The curative action of irradiated ergosterine in rickets. 
P. ARMAND-DELILLE and J. BERTRAND. Bull. et mém. Soc. 
méd. d. hdp. de Par., 1928, xliv, 1418. 

Acute osteomyelitis in childhood. O. HueBLER. Wien. 
med. Wcehnschr., 1927-1928, lxxvii, 1456, 1490, 1521, 
1559. [357] 
The roentgen treatment of acute exacerbations of chronic 
osteomyelitis. M. SGALitzer. Strahlentherapie, 1928, 
Xxix, 311. 

Osteosclerosis fragilitas generalisata (Albers-Schoen- 
berg’s disease). W. LAUTERBURG. Schweiz. med. Wcehnschr. 
1928, lviii, 677. 

Bone changes in leprosy. R. Hopkins. Radiology, 1928, 
xi, 470. 

The significance of parathyroid enlargement in general- 
ized osteitis fibrosa (Recklinghausen). E. Gotp. Mitt. a. 
d. Grenzgeb. d. Med. u. Chir., 1928, xli, 63. 

Two cases of fibrocystic disease of bone. C. J. Marsu- 
ALL. Proc. Roy. Soc. Med., Lond., 1928, xxii, 144. 

Basal-cell epithelioma of osseous structures. W. G. 
McDeerp. Texas State M. J., 1928, xxiv, 537. 

Myelosarcoma. L. Scuuttz and E. C. Piette. Radi- 
ology, 1928, xi, 490. 

The question of chondystrophy. W. Dans. Arch. f. 
orthop. u. Unfall-Chir., 1928, xxvi, 520. 

An achondroplastic twin. A. WarNeR. Brit. M. J., 
1928, ii, 983. 

Perigraphy of the joints. W. Dann. Schweiz. med. 
Wehnschr., 1928, lviii, 551. 

Chronic joint changes following trauma. KoeEniGs- 
WEISER. Ztschr. f. orthop. Chir., 1928, xlix, 158. 

Arthritis. J. B. Carey. Minnesota Med., 1928, xi, 797. 

The pathology and treatment of pyogenic arthritis. 
D. B. Puemister. Pennsylvania M. J., 1928, xxxii, 52. 

Non-specific arthritis with the picture of tuberculosis 
(apparent tuberculosis, pseudotuberculosis). H. Frrep- 
ricH. Muenchen. med. Wchnschr., 1928, lxxv, 1153. 

Functional new growths in arthritic joints or late results 
of epiphyseal separation? A. Nusspaum. Zentralbl. f. 
Chir., 1928, lv, 2054. 

Further studies in the hydrogen-ion concentration of 
exudates into joints. C. H. Lascu. Arch. f. klin. Chir., 
1928, cl, 506. 

The problem of ankylosed or partially ankylosed joints. 
C. F. EIKENBARY. Northwest Med., 1928, xxvii, 575. 

Muscular hypotonia associated with hypoglycemia. 
C. Worster-Droucut. Proc. Roy. Soc. Med., Lond., 
1928, xxii, 133. 

Traumatic ossifying myositis. IF. B. Sr. Joun. Ann. 
Surg., 1928, Ixxxviii, 1118. 

The pathogenesis of ossifying myositis. B. VIANNA. 
Folha med., 1928, ix, 243. 

Postural reflexes in relation to the correction of im- 
proper body position. R.S. Haynes. Am. J. Dis. Child., 
1928, XXxvi, 1093. 

Sport injuries, their diagnosis and treatment. I. 
MinAk. Lijec. vijesnik, u. Zagrebu., 1928, 1, 856. 

Scapular resection for sarcoma. R. VALKANyI. Orvo- 
sképzés, 1928, xviii, 73. 

The study of interpectoral phlegmon. NuNez. Arch. 
de med., cirug. y especial., 1928, ix, 412. 

Syphilitic disease of the radius. H. C. Epwarps. Proc. 
Roy. Soc. Med., Lond., 1928, xxii, 155. 


Familial synostosis of the radius and ulna. WANDEL. 
Zentralbl. f. Chir., 1928, lv, 2074. 

Rupture of the biceps tendon from the radial tuberosity. 
I’. Kerscuner. Zentralbl. f. Chir., 1928, lv, 1980. 

Isolated tuberculosis of the carpus—its diagnosis and 
treatment. M. C. Mensor. California & West. Med., 
1928, xxix, 336. [357] 

Kienboeck’s disease of the carpal lunate. Z. Hrasov- 
szky. Magy. Roentgen Koezl., 1928, 232. 

The treatment of necrosis of the carpal lunate. M. 
Benrenp. Zentralbl. f. Chir., 1928, lv, 1875. 

Syndactylia and polydactylia of familial character. 
Bonnet and TreEves. Bull. et mém. Soc. d. chirurgiens de 
Par., 1928, xx, 677. 

Snapping finger. H. Perper. Arch. f. klin. Chir., 1928, 
cl, 496. ; 

Congenital short-neck. E. Prrrcuarp. Proc. Roy. Soc. 
Med., Lond., 1928, xxii, 130. 

Wry-neck and its treatment. Wtemers. Zentralbl. f. 
Chir., 1928, lv, 1944. 

The posterior cervical sympathetic syndrome and chronic 
cervical arthritis. L. Yonc-Cuoen. Presse méd., Par., 
1928, xxxvi, 1300. 

Congenital deformity of the spine. C. P. G. WAKELEy. 
Proc. Roy. Soc. Med., Lond., 1928, xxii, 150. 

Congenital abnormal vertebra: report of three cases. 
S. W. Donatpson. Am. J. Roentgenol., 1928, xx, 544. 

Certain previously seldom observed peculiarities of the 
adult and child vertebra. Scumorv. Arch. f. klin. Chir., 
1928, cl, 420. 

Certain diagnostically misleading developmental an- 
omalies of the vertebra. R. J. HARRENSTEIN. Ztschr. f. 
orthop. Chir., 1928, xlix, 568. 

Experimental study (animal) of scoliosis. MUELLER. 
Ztschr. f. orthop. Chir., 1928, lxix, Beihefte, 245. 

The dystonia of torsion of the colon; kyphotic variety. 
O. Dt Luo and C. BrucuMann. Bol. inst. de clin. quir., 
1928, iv, go2. 

Spondylolisthesis and prespondylolisthesis. A. ScuuLtz. 
Ztschr. f. orthop. Chir., 1928, xlix, 546. 

How often, with our treatment and in our judgment as 
traumatic surgeons, does Kuemmell’s disease follow trauma 
to the vertebra? H. IseLin. Schweiz. med. Wehnschr., 
1928, lviii, 645. 

Backache. A. M. RecutMan. Pennsylvania M. J., 1928, 
XXxii, 159. 

Pain in the back. H. C. Bratr. Northwest Med., 1928, 
XXvii, 562. 

Back pain from the orthopedic point of view. F. D. 
Dickson. J. Missouri State M. Ass., 1928, xxv, 553. 

Backache from the gynecological standpoint. H. 5S. 
Crossen. J. Missouri State M. Ass., 1928, xxv, 550. 

The relationship of the genito-urinary organs to back- 
ache. J. R. Cautk. J. Missouri State M. Ass., 1928, xxv, 


555: 

X-Ray examination of the lumbosacral region with ref 
erence to low back pain. P. Ff. Coir. J. Missouri State M. 
Ass., 1928, xxv, 561. 

Sacral and back pains. P. H. Ruiie. Zentralbl. f. 
Gynaek., 1928, lii, 1980. 

Sacro-iliac pain. W. Harris. Lancet, 1928, ccxv, 
1230. 

Infectious spondylitis. S. A. Pokrowsky. Deutsche 
med. Wchnschr., 1928, liv, 055. 

The early diagnosis of tuberculosis spondylitis. 5S. 
KormMann. Ztschr. f. Orthop. Chir., 1928, lxix, 542. 

Tuberculosis spondylitis. T. Erken. Hosp. Tid., 1928, 
Ixxi, 51. 

Staphylococcic coxitis as a complication of inguinay 
adenitis. E. A. SAtnz pe Aja. Clin. y lab., 1928, xiv, 301 





400 INTERNATIONAL 


The early roentgen lesions of coxalgia and osteochondri- 
tis of the hip. E. IRRMANN. Rev. d’orthop., 1928, xv, 392. 
357] 

Sinking and flattening of the buttocks. The treatment of 
static-dynamic decompensation. JUNGMANN. Wien 
klin. Wehnschr., 1928, xli, 1113. 

Osteochondritis deformans juvenilis (Calve-Legg-Perthes 
disease). A. Sanvoz. Beitr. z. klin. Chir., 1928, cxlili, 189. 

Roentgenological studies on the relationship between 
osteochondritis deformans coxw juvenilis and congenital 
dislocation of the hip as suggested by Calot. A. Scuouz. 
Arch. f. orthop. u. Unfall-Chir., 1928, xxvi, 572. 

Coxa valga luxans contracta, with a consideration of the 
whole field of osteochondritis. Puscu. Ztschr. f. orthop. 
Chir., 1928, xlix, 179. 

Coxa vara adnata chondrodystrophica.  k. 
Arch. f orthop. u. Unfall-Chir., 1928, xxvi, 531. 

Bilateral spontaneous rupture of the quadriceps tendon. 
Dax. Zentralbl. f. Chir., 1928, lv, 2001. 

Derangements of the knee joint. M. S. Hrnprerson. 
Tri-State Med., J., 1928, i, 38. 

Slipping patella. G. S. Dub ey. 
Ixxxvili, 1108. 

Swollen knee: for diagnosis. H. A. T. FarrBANK. Proc. 
Roy. Soc. Med., Lond., 1928, xxii, 149. 

Therapeutic pneumarthrosis in intra-articular lesions of 
the knee. C. Giaconpse. Chir. d. organi di movimento, 
1928, xii, 433. 358 

False and true tumors of the capsule of the knee joint. 

. WeceLin. Schweiz. med., Wehnschr., 19 28, lviii, 722. 

A cyst of the medial meniscus of the knee. K. G. 
PANDALAL. Indian M. Gaz., 192%, Ixiii, 705. 

A case of giant-cell sarcoma of the patellar ligament. 
GonzALez Acuitar. Arch. de med., cirug. y especial., 
1928, ix, 438. 

The so-called congenital pseudarthrosis of the tibia. 
R. B. Wave. J. College Surg. Australasia, 1928, i, 181. 

The pathology of congenital pseudarthrosis of the tibia. 
K. InGuis. J. College Surg. Australasia, 1928, i, 194. 

Periostitis of the tibia a ameebic hepatitis. R. H. 
Hopces. Brit. M. J., 1928, ii, 1092. 

‘Two cases of a middle ae of subtalar dislocation of the 
ankle inward and posteriorly. KE. Kieimuaus. Fortschr. 
a. d. Geb. d. Roentgenstrahlen, 1928, xxxviii, 54. 

Variations of the bones of the foot; fusion of the talus 
and navicular, bilateral and congenital. J. B. Buuurrr. 
Am. J. Roentgenol., 1928, xx, 548. 

Histology of the sesamoid bone of the first metatarsal. 
C. Crump. Arch. f. klin. Chir., 1928, cl, 617. 

Typical sesamoid disease of the first metatarsal with the 
formation of pus. M. Lance. Ztschr. f. orthop. Chir., 
1928, Ixix, 595. 

*Osteochondropathy ” of the sesamoid of the first meta- 
tarsophalangeal joint and its relation to static insufliciency 
of the anterior portion of the foot. F. Mris. Arc h. f. 
orthop. u. Unfall-Chir., 1928, xxvi, 581. 

The clinical picture of hallux rigidus. C. Mav. 
chen. med. Wehnschr., 1928, Ixxv, 1193. 

Hallux valgus. W. K. Hucues. — J. 
Australasia, 1928, i, 214. 


FREUND. 


Ann. Surg., 1928, 


Muen- 


College Surg. 


Surgery of the Bones, Joints, Muscles, 
Tendons, Etc. 


Subchondral transplantation of bone marrow in Perthes’, 
Koehler’s, and other bone conditions. M. KATzENSTELN. 
Zentralbl. f. Chir., 1928, lv, 1872. 

The modeling osteotomy according to Perthes; its in- 
dications and results. W. BALTISBERGER and J. Port. 


Beitr. z. klin. Chir., 1928, cxliii, 584. 


ABSTRACT OF SURGERY 


The treatment of acute hematogenous osteomyelitis. 
H. Pratt. Lancet, 1928, ccxv, 1305. 

The position of joints in arthrodesis. 
orthop. Chir., 1928, xlix, 384. 

The treatment of tuberculosis of the bones and joints. 
H. Simon and W. Metsezaue. Fortschr. d. Therap., 1928, 
iv, 453- 

Operative immobilization in vertebral tuberculosis. M. 
KIRSCHNER. Ztschr. f. Tuberk., 1928, li, 106. [359] 

An operation for ankylosis of the hip joint. P. W. 
Roserts. Surg., Gynec. & Obst., 1928, xlvii, 841. 

Bone resection to equalize the length of the legs. J. H. 
BaLpwin. Ann. Surg., 1928, Ixxxviii, 1096. 

Transplantation of the gluteus medius muscle in coxa 
vara. L. Lamy. Bull. et mém. Soc. d. chirurgiens de Par., 
1928, XX, 705. 

Late result in a case of suppurative arthritis of the knee 

reated by a transverse subpatellar incision and secondary 
suture. C. J. Marsuaty. Proc. Roy. Soc. Med., Lond., 
1928, xxii, 140. 

Subacute osteitis of the fibula; diaphyseal resection; re 
covery. Mutter. Bull. et mém. Soc. d. chirurgiens de 
Par., 1928, xx, 700. 

Total resection of the tibiotarsal joint. C, LeNorMANT 
and P. Witmorn. J. de chir., 1928, xxxii, 257. |359| 

Conservative or operative. treatment of hallux valgus. 
H. Timmer. Zentralbl. f. Chir., 1928, lv, 2123. 


Hass. Ztschr. f. 





Fractures and Dislocations 


New German 
1928: Stuttgart, 


‘Traumatic dislocations. R. SOMMER. 
Surgery: KE. H. Kurerrner. Vol. 
Inke. 

On the treatment of fractures. I. W. Hey Groves. 
Brit. M. J., 1928, ii, 993. 

The treatment of open fractures; 
polyvalent serum therapy. P. MABLLLE. 
1928, XXXVvi, 13806. 

Treatment of simple fractures. 
M. J., 1928, liv, 439. 

A contribution on the reduction of fractures. R. Bon- 
NEAU. Bull. et mém. Soc. d. chirurgiens de Par., 1928, 
XX, 672. 

The internal fixation of fractures and dislocations by the 
use of the human fascial suture. R. H. Patrerson. Ann. 
Surg., 1928, Ixxxvili, 879. |359| 

Experimental influence on the formation of callus in 
fractures. K. GLArsSNER and J. Hass. Klin. Wehnschr., 
1928, vii, 1633. 

The influence of vigantol on callus in experimental ani 
mals. H. HeELLNerR. Deutsche Ztschr. f. Chir., 1928, ccix, 
307. 
Ossification after fracture: an experimental study. [. 5. 
Ravpin and M. E. Morrison. Arch. Surg., 1928, xvii, 
813. [359] 

The influence of avitaminosis on the healing of fractures. 
S. P. ScutLowzew. Deutsche Ztschr. f. Chir., 1928, ccix, 
320. 

The X-ray in the treatment of fractures. 
South. M. J., 1928, xxi, rot. 

Statistical research on joint fractures. Complete sta- 
tistics on the fractures treated at the Rizzoli Institute in 
the period from 1899 to 1920. V. Purti. Chir. d. organi di 
movimento, 1928, xii, 442. [360 

Prevention of chronic changes in the joints following 
fracture. BorHLER. Ztschr. f. orthop. Chir., 1928, xlix, 
152. 
The newer methods of treating fractures of the upper and 
lower extremities. B. Grapojevic. Med. Pregl., 1928, 
3806. 


local and systematic 
Presse méd., Par., 


. Jounson. Illinois 


W. K. West. 








mo 
| 
SO) 
/ 
ver 
I 
192 
( 


BAR 
T 
ope 
Obs 
hi 
con; 


~~ 


J. ; 
C 
Chit 
i 
Amp 
I 
anes 
1928 





n 


D| 
1g 
x, 


id 
li, 








BIBLIOGRAPHY OF CURRENT LITERATURE 401 


Treatment of complicated fractures of the arm and leg. 
H. Scumipt. Deutsche Ztschr. f. Chir., 1928, ccix, 382. 

Dislocation of the shoulder. H. Meyer. Klin. Wchn- 
schr., 1928, vii, 1378. 

Late reduction (fifth week) of a luxation of the shoulder 
complicated by partial fracture of the large tuberosity of 
the humerus. JupetT. Bull. et mém. Soc. d. chirurgiens de 
Par., 1928, xx, 697. 

Fractures of the upper end of the humerus. R. ZANOLI. 
Chir. d. organi di movimento, 1928, xii, 445. 

Congenital hereditary bilateral dislocation of the elbows. 
P. Stwon. Deutsche Ztschr. f. Chir., 1928, ccix, 338. 

Fractures of the elbow. M. Camurarti. Chir. d. organi 
di movimento, 1928, xii, 452. [361] 

Fascial sling operation. A proposal for the treatment of 
dislocation of the lower end of the ulna and upper end of 
the radius. H. Mixicu. Arch. f. klin. Chir., 1928, cli, 176. 

Dislocation of the semilunar (os lunatum) carpal bone. 
L. Few. J. Med., Cincinnati, 1928, ix, 481. 

Fractures of the wrist. A. Soipit. Chir. d. organi di 
movimento, 1928, xii, 466. [361] 

lractures of metacarpals and phalanges. P. B. MAGNu- 
son. J. Am. M. Ass., 1928, xci, 1339. 

A case of avulsion of the spinous process of a cervical 
vertebra. J. Dessaint. Rev. d’orthop., 1928, xv, 414. [362] 

Fracture of the spine. C. A. StamMer. Mil. Surgeon, 
1928, lxiii, 843. 

Compression fracture of the vertebra. C. F. 
BARY. J. Am. M. Ass., 1928, xci, 1694. 

The treatment of congenital dislocation of the hip by 
open operation. W. R. MacAusLanp. Surg., Gynec. & 
Obst., 1928, xlvii, 697. 

Irreducibility due to the interposition of soft parts in 
congenital dislocation of the hip. Murr. and Derrouc. 
Rev. d’orthop., 1928, xxxv, 385. 

The Lorenz forking procedure and its field of application. 
J. Hass. Ergebn. d. Chir. u. Orthop., 1928, xxi, 457. [363] 

Central luxation of the femur. H. Werrz. Zentralbl. f. 
Chir., 1928, lv, 1942. 

Treatment of central dislocation of the femur. J. 
AMBERGER. Deutsche Ztschr. f. Chir., 1928, ecix, 391. 

Fracture of the hip—open operation under local 
anesthesia. IF. G. DuBose. Internat. J. Med. & Surg., 
1928, xli, 585. 


EIKEN- 


SURGERY OF ‘THE 


Blood Vessels 


Venous pressure. W.S. Mrppieton. Anes. and Anal., 
1928, vii, 360. 

The sequel of phlebitis of the lower extremities. E. 
Orpacu. Med. Klin., 1928, xxiv, 1123. 

Practical points in the injection treatment of varicose 
veins. L. IsAAK. Muenchen. med. Wchnschr., 1928, Ixxv, 
1128, 

The injection of varicose veins with carbolic acid. P. P. 
Datton. Brit. M. J., 1928, ii, 1037. 

The np peal of varicose veins according to the 
method of Linser. E. Wonistein. Therapia, 1928, vii, 3. 

Observations oe comments on obliterative therapy for 
varicose veins. K. SreperT. Muenchen. med. Wehnschr., 
1928, Ixxv, 1205. 

Collective investigation into the treatment of varicose 
ulceration. A. P. Lurr. Brit. M. J., 1928, ii, 1144. 

Specimen: erosion of the internal jugular vein in scarlet 
fever. J. D. Rotieston. Proc. Roy. Soc. Med., Lond., 
1928, xxii, 135. 


Isolated avulsion fracture of the lesser trochanter of a 
pathological femur. H. Statper. Deutsche Ztschr. f. 
Chir., 1928, ccx, 287. 

i ractures of the neck of the femur. E. Dust. Chir. d. 
organi di movimento, 1928, xii, 473. [363] 

Requirements for healing of medial fractures of the 
neck of the femur. G. OprLBERG-JoHNSON. Hygiea, 
Stockholm, 1928, xc, 475. 

The evolution of a splint for fractured femurs. G. F. 
BrasLey. Internat. J. Med. & Surg., 1928, xli, 580. 

Fractures involving the knee. R. ZANout. Chir. d. 
organi di movimento, 1928, xii, 482. 364] 

Comparative results of external methods of osteosyn- 
thesis in fractures of the leg. CHARBONNEL and Massé&. 
J. de méd. de Bordeaux, 1928, cv, 778. 

Self-reduced dislocation of the fibula. L. R. Lemprirere. 
Brit. M. J., 1928, ii, 1136. 

Fractures of the malleoli. G. Fatpini. Chir. d. organi 
di movimento, 1928, xii, 501. {365} 

Fracture of the lateral malleolus. I. Mueusam. Deut- 
sche Ztschr. f. Chir., 1928, ccix, 286. 

Rare luxations and fractures of the ankle. H. MrscueDE. 
Deutsche Ztschr. f. Chir., 1928, cexi, 200. 

Notes on an unusual case of fracture dislocation of the 
metatarsal bones of the big toes. J. C. A. Dowse. J. Roy. 
Army Med. Corps, Lond., 1928, li, 461. 

Preventing pressure in plaster casts on the foot. C. 
Fervers. Med. Klin., 1928, xxiv, 1125. 








Orthopedics in General 


Proceedings of the Northern Orthopedic Association at 
its ninth meeting in Gothenburg, Sweden, June 28, 1927 
P. G. K. Benrzon. Acta chirurg. Scand., 1928, lxiv, 187. 

Knemis, a new base for the construction of jointless ap- 
paratus following Pirogoff and Chopart amputations. 
GLASEWALD. Arch. f. orthop. u. Unfall-Chir., 1928, xxvi, 
608. 

Advances in the technique of the manufacture of pros 
theses for the leg. Zur Vertu. Zentralbl. f. Chir., 1928, 
lv, 2257. 

The development of light metal prostheses in Germany. 
R. Gorrtacn. Zentralbl. f. Chir., 1928, lv, 2130. 

Shoes. J. BRUGMAN. Northwest Med., 1928, XXvii, 577. 


BLOOD AND LYMPH SYSTEMS 


Clinical studies on the biology of the peripheral arteries 
with particular reference to their sympathetic innervation. 
I. Methods of study of the peripheral arteries and their 
function. J. Ipsen. Hosp. Tid., 1928, xxi, 379. 

Clinical studies on the biology of the peripheral arteries 
with particular reference to their sympathetic innervation. 
II. Studies on the peripheral arteries during disease. J. 
Ipsen. Hosp. Tid., 1928, Ixxi, 445. 

Unilateral adrenalectomy in the treatment of arteritis 
and of certain vascular syndromes. P. Stricker. Presse 
méd., Par., 1928, xxxvi, 1290. 

Clinical features of occlusion of the coronary arteries. 
G. A. ALLAN. Glasgow M. J., 1928, cx, 3209. 

A case presenting multiple arterial thrombosis including 
both coronaries. Glasgow M. J., 1928, cx, 351. 

Coronary occlusion in Buerger’s disease (thrombo 
angiitis obliterans). I. V. Lemann. Am. J. M. Sc., 1928, 
clxxvi, 807. |367| 

Ligation of the terminal abdominal aorta: an experi 
mental study. B. Brooks, A. BLaLock, and G. S$. Joun- 
son. Arch. Surg., 1928, xvii, 794. [367] 





402 INTERNATIONAL ABSTRACT OF 


Extensive pulmonary embolism following fracture. V. 
Cotron-CorNnwWaALt and C, W. Ponper. Brit. M. J., 1928, 
ii, 789. [367] 

Embolism of the arteries of the extremities. M. Petit- 
PIERRE. Schweiz. med. Wehnschr., 1928, lviii, 700. 

Embolectomy on arteries of the extremities: collective 
review and a report of twelve new cases. M. PETITPIERRE. 
Deutsche Ztschr. f. Chir., 1928, ccx, 184. [367] 

Arteriovenous aneurism. EK. F. Ho_man. Surg. Clin. 
N. Am., 1928, viii, 1413. 

Raynaud’s ‘disease. A. A. Matruews. 
Am., 1928, viii, 1469. 

Hematoma of the thigh and pelvic regions. F. 
Joun. Ann. Surg., 1928, Ixxxviii, 1120. 


Surg. Clin. N. 
B. St. 


Blood; Transfusion 


The colloidal state of cholesterin in the blood serum; in- 
vestigations upon the behavior of cholesterin on artificial 
colloid solutions. S. M. Neuscuiosz. Rev. Soc. argent. de 
biol., 1928, iv, 409. 

The fate of acetylcholin in the blood. C. ViALe and 
J. M. Sonernt. Rev. Soc. argent. de biol., 1928, iv, 399. 

Postoperative changes in the blood and their importance 
in the development of thrombosis. H. Hrusser. Deutsche 
Ztschr. f. Chir., 1928, ccx, 132. {368] 

Fundamental principles governing the clinical interpre- 
tation of haematological diseases. I. W. HeLp and A. A. 
Gotppioom. Med. Clin. N. Am., 1928, xii, 713. [369] 

The loss of blood due to haemolysis. M. Lorper, J. 
Drcourt, and R. Garcin. Presse méd., Par., 1928, xxxvi, 
1313. 

Some observations on the anwmias. 
fornia & West. Med., 1928, xxix, 403. 

iF ae _and contrasts in the hemolytic anwmias of 
childhood. T. B. CooLtey. Am. J. Dis. Child., 1928, xxxvi, 


R. Potiack. Cali- 


1257. 

Aplastic anemia. 
Lond., 1928, xxii, 153. 

Sickle-cell anemia. H. Josepus. 
Hosp., Balt., 1928, xliii, 397. 

Pernicious anemia. J. R. CHAR Les. 
ii, 1121. 

Pernicious anemia. R. Isaacs, C. C. 
Smitu. J. Am. M. Ass., 1928, xci, 1687. 

Pernicious anemia with free hydrochloric acid in the 
gastric contents. S. Davipson. Brit. M. J., 1928, ii, 1123. 


L. Witts. Proc: Roy. Soc. Med., 


Bull. Johns Hopkins 
Brit. M. J., 1928, 


Strurcis, and M. 


SURGICAL 


Operative Surgery and Technique; 
Postoperative Treatment 


The necessity for a careful pre-operative medical ex- 
amination of surgical patients and the recognition of post- 
operative circulatory disturbances. B. P. Sewarp. Anes. 
and Anal., 1928, vii, 356. 

Instruments useful in the non-touch technique of sur- 
gery. R.L. Sperrrer. Lancet, 1928, ccxv, 1290. 

Minor surgery in general practice. W. F. SueRMONDT. 
Nederl. Tijdschr. v. Geneesk., 1928, p. 4377. 

The extraction of foreign bodies in daylight under roent- 
gen control. C. Heuser. Am. J. Roentgenol., 1928, xx, 


a4 
H. Marti. Schweiz: med. Wehnschr., 


Transport plasty. 
1928, lviii, 669. 

Skin plastics: types and indications. W. R. MECHTEN- 
BERG. Nebraska State M. J., 


1928, xiii, 454. 


SURGERY 


Splenomegalic polycythemia with bigh blood pressure. 
I. P. Weer, F. J. Barker, F. S. Abas, and W. E. C. 
Dickson. Brit. M. J., 1928, ii, 1129. 

Familial hemophilia. M. Dev Sev. 
XXXV, TO85. 

Purpura. W. K. Hunter. 

Schoenlein-Henoch’s purpura. Report of a case, with a 
review of the literature. I. Gotpstein. Med. Clin. N. 
Am., 1928, xii, 869. [370] 

Purpura and platelets. Some practical considerations. 
K. R. McAcpIn. N. York State J. M., 1928, xxviii, 14509. 

Two cases of agranulocytosis. TaprA and ALOoNso. 
Arch. de med., cirug. y especial., 1928, ix, 429. 

The diagnosis of leukemia by examination of the urine. 
O. Penna. Folha med., 1928, ix, 358. 

Some observations on blood grouping. 
Edinburgh M. J., 1928, xxxv, 222. 

Hamoagglutination. II. Hemoagglutination in the 
blood of bovines. W. M. Karsuner. J. Lab. & Clin. Med., 
1928, xiv, 225. 

The question of the safety of citrated blood transfusion. 
Experimental studies on the toxicity of sodium citrate and 
its influence on the blood calcium and thrombocytes. F, 
voN Mrkuricz-Rapeckt and E. Kereser. Ztschr. f. 
Geburtsh. u. Gynaek., 1928, xCiii, 690. 

The fate and action of transfused blood. C. Kuent. 
Ergel. d. innere Med., 1928, xxxiv, 302. 


Semana méd., 1928, 


Lancet, 1928, ccxv, 1327. 


J. L. Owen. 


Lymph Glands and Lymphatic Vessels 


Results in Porto Rico of the Kondoléon operation for 
elephantiasis of the extremities. G. R. Burke. Surg., 
Gynec. & Obst., 1928, xlvii, 843. 

Chylangioma’ and chy le fistule of the lower limbs and 
external genital organs. C. KNApper. Arch. f. klin. Chir., 


1928, cl, 202. [370] 
Some disorders of the lymph glands. A. E. Gow. Brit. 
M. J., 1928, ii, 972. (371) 


Lymphadenopathy simulating Hodgkin’s disease. A. E. 
Srecet. Arch. Pediat., 1928, xlv, 719. 

Generalized granulomatous lymphadenitis associated 
with diffuse progressive fibrosis of the lungs. C. L. Connor. 
Arch. Int. Med., 1928, xlii, 822. 

Subacute inguinal lymphogranulomatosis. J. G. Prieto. 
Med. Ibera, 1928, xii, 291, 340, 376. 

End-results in Hodgkin’ s disease and lymphosarcoma. 
W. B. Corey. Ann. Surg., 1928, Ixxxvili, 641. 371) 


TECHNIQUE 


The after-treatment of skin grafts in children. D. Levi. 
Proc. Roy. Soc. Med., Lond., 1928, xxii, 147. 

Applied anatomy in the treatment of infections of the 
hand. H.O. Knicur. Texas State J. M., 1928, xxiv, 528. 

The treatment of ganglion of the dorsum of the hand. 
I. ErseEKLtAmM. Wien. klin. Wchnschr., 1928, xli, 740. 

Preservation of the parathyroids ‘and recurrent nerves 
by a modified thyroidectomy. W. I. Terry, H. H. SEARLS, 
and R. J. Mittzner. Surg. Clin. N. Am., 1928, viii, 1293. 

Blocking Head’s areas in combating pain due to diseases 
of the internal organs. J. HALBAN. Zentralbl. f. Gynaek., 
1928, p. 2138. : 

The benefits of insulin in the surgery of diabetics. T.G. 
Orr. J. Kansas State M. Soc., 1928, xxix, 410. 

The cause and prevention of postoperative gas pains. 
S. P. CunnrnGuam. Anes. and Anal., 1928, vii, 370. 

The dangers of infusions of normosal and salt solutions. 
W. Boeume. Deutsche med. Wehnschr., 1928, liv, 1057. 








co) 
Hi 
cul 
]xx 








or 
By 


nd 
c. 


10| 
11 


vr 


red 
OR. 


TO. 


na. 
71) 


ains. 


jons. 


87. 





BIBLIOGRAPHY OF CURRENT LITERATURE 403 


The dangers of salt and normosal infusion. A. Brcx. 
Deutsche med. Wehnschr., 1928, liv, 1247. 

Postoperative vomiting: its control by interstitial i injec - 
tions. M. A. R. Younc. Canadian M. Ass. J., 1928, xix, 
681. 

Postoperative embolism. O. Loewe. 
Wehnschr., 1928, Ixxv, 1163. 

Combating and preventing postoperative pneumonia by 
means of intravenous injections of strontium. Rabe. 
Muenchen. med. Wchnschr., 1928, Ixxv, 1077. 

Oxygen in the treatment of postoperative broncho- 
pneumonia. M. W. Brncer, FE. 5. Jupp, A. B. Moore, 
and R. M. Witper. Arch. Surg., 1928, xvii, 1047. [373] 

Death from cylotropin. E. Vocr. Zentralbl. f. Chir., 
1928, lv, 2070. 


Muenchen. med. 


Antiseptic Surgery; Treatment of Wounds 
and Infections 


The treatment of acute progressive phlegmonous proc- 
esses of the extremities. G. J. BRErTMANN. Zentralbl. f. 
Chir., 1928, lv, 1926. 

The management of inflammations of the sebaceous 
glands. W. Goipscumipt. Wien. klin. Wehnschr., 1928, 
xli, 705. 

Continuous bath treatment. FE. Frirscue. 
med. Wchnschr., 1928, lviii, 611. 

The bactericidal properties of the solution S. T. 37 
(liquor hexylresorcinolis 1 : 1,000). A. W. ALLEN and I. S. 
Wricut. Arch. Surg., 1928, xvii, 834. [373] 

Experiences with “jod-dermasan” in minor surgery. 
I}. RUHEMANN. Muenchen. med. Wchnschr., 1928, Ixxv, 


Schweiz. 


1030, 
Bacteriophage in suppurative conditions. T. B. Rice. 
J. Indiana State M. Ass., 1928, xxi, 509. |373] 


Streptococcal infe: ‘tions and preparations of ergot. P. 
Carrier. Zentralbl f. Gynaek., 1928, lii, 1953. 

The preparation and use of phenolized rabies vaccine. 
KE. T. H. Tsen and C. C, Cut. Nat. M. J. China, 1928, 
xiv, 402. 

Death following the administration of tetanus antitoxin. 
Koerner. Zentralbl. f. Chir., 1928, lv, 2266. 

Four cases of tetanus cured by intensive serum therapy. 
Cutpait and Jancu. Rev. stiint. med., 1928, xviii, 767. 

The value and action of a zinc -sulphate dressing in the 
conservative treatment of surgical tuberculosis. M. 
Hepry. Orvosi hetil., 1928, Ixxii, 731. 

The roentgen treatment of bone, joint, and gland tuber- 
culosis in childhood. P. Meszorety. Orvosi hetil., 1928, 
] xxii, 742. 


Anesthesia 


A means of interc oo explosions in anesthetics. A. P. 
HorNoR and C. V. GARpDENIER. Anes. and Anal., 1928, 
vii, 371. [373] 

Anesthesia from the standpoint of the biochemist. 
A. E. OsTerBerG. Anes. and Anal., 1928, vii, 366. 

Reflections of an anaesthetist. W. B. Howe. Canadian 
M. Ass. J., 1928, xix, 640. 

Nurse anesthesia. C. W. Hoeriicu. Anes. and Anal., 
1928, vii, 374. 

Preliminary medication for anzsthesia. 
1928, ii, 1096. 

Clinical studies and chemical analyses of rebreathed 
as F. T. Rompercer. Anes. and Anal., 1928, oe 

4) 

*The intra-operative and postoperative administration of 
carbon dioxide, a valuable aid in inhalation anesthesia. 
E. Fiscuer. Zentralbl. f. Gynaek., 1928, lii, 2010. 


Brit. M. J., 


The value of nitrous-oxide anesthesia in surgery. A 
comparative study of anesthesia for the purpose of re- 
instating and promulgating the use of nitrous oxide-oxygen 
anesthesia in Germany. H. Scumipr. Arch. f. klin. Chir., 
1928, cli, 119. 

Local and regional anzsthesia. 
1092. 

Local anesthesia as an office aid. R. L. Ratrorp. 
South. M. & S., 1928, xc, 814. 

The value of nitrous oxide in reinforcing local anesthesia. 
H. Finsterer. Med. Klin., 1928, xxiv, 1033. 

Nerve block anesthesia of the cervical, abdominal, and 

sacral regions. H. W. Hunprinc. Anes. and Anal., 1928, 
vii, 331. 

Safety factors in spinal anwsthesia. O. L. 
BURG. California & West. Med., 1928, xxix, 397. 

Perfecting spinal anesthesia. H. Hitarowrrz and M. 
Szajna. Zentralbl. f. Chir., 1928, lv, 1930. 

Causes for failure of splanchnic anesthesia (Braun), 
X. J. Pottssapowa. Arch. f. klin. Chir., 1928, cl, 577. 

Can lumbar anesthesia with large doses of tutocain be 
recommended? KE. von Konrap. Zentralbl. f. Gynaek., 
1928, lii, 2111. 

Rectal anesthesia with avertin (FE 107). K. Grewrnc. 
Muenchen. med. Wchnschr., 1928, Ixxv, 1166. 

Rectal anesthesia with avertin. II. Excretion and com- 
plications. W. Straus. Muenchen. med. Wehnschr., 
1928, Ixxv, 1279. 

Somnifen anesthesia and avertin rectal anesthesia. 
M. Evurincer. Schmerz, 1928, i, 294. 

Some experiences with pernocton in the University 
Clinic at Cologne. J. Mur.tier. Zentralbl. f. Chir., 1928, 
lv, 1944. 

Experiences with intravenous anesthesia with pernok- 
ton. H. Hrttespranp. Muenchen. med. Wehnschr., 1928, 
Ixxv, 1078. 

Avertin anesthesia in the clinic and in general practice. 
B. ELpERING and M. SAMUEL. Muenchen. med. Wchnschr., 
1928, Ixxv, 1414. 

The influence of carbon-dioxide inhalation on avertin 
anesthesia. H. FLorrcken. Zentralbl. f. Chir., 1928, lv, 
1925. 

Avertin for complete anesthesia. B. MARTIN. 
med. Wchnschr., 1928, liv, 1154. 


Brit. M. J., 1928, ii, 


SCHATTEN- 


Deutsche 


Surgical Instruments and Apparatus 


A new instrument for introducing a catheter into the 
eustachian tube. L. K. Pirman. Arch. Otolaryngol., 
1928, viii, 729. 

I-ndonasal surgery with the aid of a new instrument: 
a simplified technique. A. Wacuspercer. Arch. Oto- 
laryngol., 1928, viii, 712. 

Exposure and illumination of the pharynx and larynx 
by the general practitioner: a new laryngoscope designed 
to simplify the technique. P. FLacc. Arch. Otolaryngol., 
1928, vili, 716. 

A tonsil ecraseur. T. B. LAyton. Lancet, 1928, cexv, 
1243. 

Tonsil-holding vulsellum forceps. C. A. S. Ripout. 
Lancet, 1928, ccxv, 1136. 

A new lancet for opening a peritonsillar abscess. A. A. 
Miter. Lancet, 1928, ccexv, 1344. 

Forceps to simplify Ramstedt’s operation. G. Mc- 
FAappEN. Lancet, 1928, ccxv, 1136. 

A new apparatus for elevating the patient, especially 
for gall-bladder operations. H. Simon. Zentralbl. f. Chir., 
1928, lv, 1940. 

A simple instrument for measurement of the pelvis. 
I. Woirr. Zentralbl. f. Gynaek., 1928, lii, 2155. 








404 


A self-retaining vaginal speculum of small size. FE. 
(GUTTMANN. Deutsche med. Wchnschr., 1928, liv, 1256. 

An improved penis clamp. H. ScHornricn. South. 
M. J., 1928, xxi, 1030. 

A new instrument for bone suture. F. Scuepe. Zen- 
tralbl. f. chir., 1928, lv, 2380. 


INTERNATIONAL ABSTRACT OF SURGERY 


Leverage forceps for fractures of the leg. E. P. HELLER. 
J. Missouri State M. Ass., 1928, xxv, 578. 

A pneumatic bone operating set. W. H. 
Lancet, 1928, ccxv, 1177. 

Plaster-of-Paris re-inforcements. M. H. 
J. Am. M. Ass., 1928, xci, 1802. 


OGILVIE. 


HiRZMARK. 


PHYSICOCHEMICAL METHODS IN SURGERY 


Roentgenology 


The réle of radiology. M.R. J. Waves. Irish J. M. Sc., 
1928, 6S., 725. 

A protected swivel chair for roentgenoscopy. S. L. 
Warren. Am. J. Roentgenol., 1928, xx, 570. 

Roentgenograms of the sphenoid and ethmoid sinuses: 
the oblique method. A. P. OverGaarp. Arch. Otolaryn- 
gol., 1928, villi, 663. 

The technique of gall-bladder examinations. G. U. 
Pirtmore. Am. J. Roentgenol., 1928, xx, 539. 

The roentgenological diagnosis of gall-bladder disease. 
J. FrrepMann. Med. J. & Rec., 1928, exxviii, 588. 

Osteitis fibrosa and osteitis deformans. H. R. Sear. 
Med. J. Australia, 1928, ii, 516. [375] 

The mechanical explanation of the biological action of 
radiation. S. Brown. Radiology, 1928, xi, 466. 

The chemical and biological changes induced by the 
X-rays in body tissues. M. T. Burrows, L. H. Jorstap, 
and Kk. C. Ernst. Radiology, 1928, xi, 370. |375| 

The effect of X-rays on the heart function of the frog. 
T. Yamamoto. Jap. J. Obst. & Gynec., 1928, xi, 290. 

The condenser dosimeter and its use in measuring radia- 
tion over a wide range of wave lengths. O. GLASSER, 
U. V. PortmMann, and V. B. Serrz. Am. J. Roentgenol., 
1925, XX, 505. 

The action of the roentgen rays on: the blood vessels. 
©. Davin. Zentralbl. f. Haut. u. Geschlechtskrankh., 
1927, XXV, 31. 

Roentgen and radium treatment of verruca plantaris. 
L. R. Taussic and H. &, Mriter. Am. J. Roentgenol., 
1928, XX, 514. 

The roentgen ray in neurocirculatory diseases. H. B. 
Putiips. Med. J. & Rec., 1928, exxviii, 559, 627. 

Radiology in neoplastic diseases. H. SWANBERG. 
Radiol. Rev. & Chicago Med. Rec., 1928, L, 453. 

The action of radiation on the blood supply of tumors. 
J. C. Morrram. Lancet, 1928, cexv, 966. |375]| 

The roentgen-ray treatment of malignant bone tumors, 
with report of cases. C. P. RutLEpDGE. New Orleans M. 
& S. J., 1928, Ixxxi, 406. 

I:xperimental researches of the general action of the 
roentgen rays: on myxosarcoma of fowls. T. YAMAMOTO. 
Jap. J. Obst. & Gynec., 1928, xi, 271. 


Radium 
_ Therapeutic methods and results at Radiumhemmet. 
G. Forsseiy. Brit. J. Radiol., 1928, i, 374. [375] 


Surface applications of radium. G. W. Grier. Radiol- 
ogy, 1928, xi, 474. 

A simple radium carrier and filter giving an easier ap- 
proach to neoplasms of difficult access. S$. L. WARREN. 
Am. J. Roentgenol., 1928, xx, 563. 

The direct and indirect action of radiation on cancer 
tissues. A. LACASSAGNE. Radiology, 1928, xi, 393. [376] 

The progress of deep radium therapy in the treatment 
of cancer. L. Mayer and M. Cueva. Bruxelles-méd., 
1928, viii, 1621. 

Radium in cancer of the cervix. General remarks, with 
report of some cases. J. Conen. New Orleans M. &S. J., 
1928, Ixxxi, 401. 

Radiation in sarcomata. L. Fortier and T.'T. Gatery. 
New Orleans M. & S. J., 1928, Ixxxi, 412. 


Miscellaneous 

Physiotherapy. F. J. Martin and A. K. Harcourt. 
J. Indiana State M. Ass., 1928, xxi, 513. 

The physical treatment of arthritis. H. M. Terence. 
Med. J. & Rec., 1928, cxxvili, 630. 

Physical measures as an adjunct tosurgery. W. Martin. 
J. Med. Soc. N. Jersey, 1928, xxv, 671. 

Physical therapy aids in fracture and orthopedic cases. 
W.G. Doran. J. Med. Soc. N. Jersey, 1928, xxv, 676. 

Medical irradiation: roentgen diagnosis, roentgen and 
radium treatment and heliotherapy. Vol. iii. H. Hot- 
FELDER, H. Ho_rHusen, O. JUENGLING, and H. Martius. 
1928: Leipzig, Thieme. 

Biochemical research of irradiation upon curative pro- 
cess of tumors. S. Mizunara, K. Inpima, and T. Tacut- 
BANA. Jap. J. Obst. & Gynec., 1928, xi, 269. 

Handbook of irradiation, biology, pathology and ther- 
apy. Vol. I. P. Lazarus. 1927: Munich, Bergmann. 

Ultraviolet light and skin cancer. G. M. Frnpiay 
Lancet, 1928, ccxv, 1070. 

Photosensitization and phototherapy. 
Ibera, 1928, xii, 364. 


A. Pica. Med. 


MISCELLANEOUS 


Clinical Entities—General Physiological 
Conditions 


Handbook of the anatomy of the child. Peter, WETZEL 
and Herpricw. 1928: Munich, Bergmann. 

Handbook of normal and pathological physiology, with 
consideration of experimental pharmacology. Vol. VI, 


Pt. 1. Blood. A. Berne, G. von BERGMANN, G. EMBDEN, 
and A, ELLINGER. 1928: Berlin, Springer. 
Anaphylactic studies in man and animals. Studies in 


protein metabolism in anaphylaxis in rabbits and dogs. 
A. SCHITTENHELM and W. Eruarpr. Ztschr. f. d. ges. 
exper. Med., 1927, lvi, 511. 

Death from burning. G. Rrent, Jr. Zentralbl. f. Haut. 
u. Geschlechtskrankh., 1927, xxv, 63. 

The influence of operative procedures on the activity of 
the heart. H. Rressrncer. Deutsche Ztschr. f. Chir, 
1928, CCX, 429. 

Shock from lightning and electric current (case reports). 
K. BANERJEE. Calcutta M. J., 1928, xxiii, 362. 











Gaz 


chai 
fem 
683. 
A 
192 
Ay 


M. ¢ 
geno 








cS. 


ind 
OL- 
US. 


)rO- 
‘HI- 


1er- 
JAY 


fed. 


logs. 
ges. 


faut. 


ty of 
‘hir., 


orts). 





BIBLIOGRAPHY OF CURRENT LITERATURE 405 


Further observations on the prevention of shock with 
insulin-glucose. C. M. Anprerson. Anes. and Anal., 
1928, vii, 346. 

Basal metabolism: a clinical study. J. F. CHAMBERS. 
Med. J. Australia, 1928, ii, 672. 

Oxidation in health and disease. J. A. Orr. Anes. and 
Anal., 1928, vii, 385. 

Myxoedema. C. M. Gricspy. Texas State J. M., 1928, 
XXiv, 562. 

Irradiated ergosterol in the treatment of tetany. M. 
Greicu and S$. GoopMan. N. York State J. M., 1928, 
xxviii, 1398. 

Blood and autonomic regulation. F. Horr. Ergebn. d. 
inn. Med. u. Kinderh., 1928, xxxiii, 195. 

Studies in the calcium and phosphorus content of the 
blood serum of infants. O. Umer, EF. HILLenBercG, and 
P. SCHIMMELPFENG. Arch. f. Kinderh., 1927, Ixxxii, 1709. 

Calcium deposits in the tissues following frost-bite. 
DorrrreL. Zentralbl. f. Haut. u. Geschlechtskrankh., 
1927, Xxv, 62. 

The diabetic as.a surgical risk. J. G. Suerrtn. Anes. 
and Anal., 1928, vii, 382. 

Abdominal symptoms in diabetic coma. KE. Wtecu- 
MANN. Muenchen. med. Wchnschr., 1928, Ixxv, 1160. 

Juvenile gangrene. W. Martin and B. R. Snore. Ann. 
Surg., 1928, Ixxxvili, 725. |377]| 

Renal dwarfism. C. f. Kettetr. Proc. Roy. Soc. Med., 
Lond., 1928, xxii, 142. 

Intrapleural pressures in massive collapse of the lung. 
With report of cases. C. C. Hasiiston. Am. J. M. Sc., 
1928, clxxvi, 830. 

Alkalosis. E. FE. Larson and D.S. Putrorp. California 
& West. Med., 1928, xxix, 373. 

Acidosis: with a consideration of glucose and glucose- 
insulin therapy. Q. B. Ler. Anes. and Anal., 1928, vii, 
378 

A simple achromic nevus of blotchy distribution on the 
front of the chest. F. P. Wreser. Proc. Roy. Soc. Med., 
Lond., 1928, xxii, 89. 

Pyodermatitis vegetans. G. B. Dow inc. Proc. Roy. 
Soc. Med., Lond., 1928, xxii, 93. 

The sexual relationships of diseases. H. Wenpt. Arch. 
f. Frauenh. u. Konstitutionsforsch., 1928, xiv, 207. 

A clinical and biochemical study of allergy. I. and IT. 
H. W. Barper and G. H. Orrer. Lancet, 1928, cexv, 
1009, 1064. [377] 

Relation between trauma and tuberculosis from the 
physician’s point of view. N. Tatrrersau.. Brit. M. J., 
1928, ii, 1088. 

Trauma and tuberculosis from the point of view of 
accident insurance. O. May. Brit. M. J., 1928, ii, 1ogo. 

Results and value of dietetic treatment of tuberculosis. 
F. SaAveRBRUCH and A. HeRRMANNSDORFER. Muenchen. 
med. Wchnschr., 1928, Ixxv, 35. 

Lues and trauma. KE. ZimMERMANN. Monatsschr. f. 
Unfallheilk., 1928, xxxv, 218. 

A report on the investigation into the etiology and pre- 
vention of naga sore in Assam. D. N. Roy. Indian M. 
Gaz., 1928, Ixiii, 673. 

The relation between osteoporosis and arteriosclerotic 
changes of the nutrient vessels of the upper end of the 
femur. W. HALLterMANN. Arch. f. klin. Chir., 1928, cl, 
683. 

Agranulocytic angina. H. W. Dasse. J. Am. M. Ass., 
1928, xci, 1718. 

Agranulocytic angina with thrombopenic purpura. 
W. Atian. Ann. Int. Med., 1928, ii, 542. 

Agranulocytic angina; report of a case with recovery. 
M. Catt, B. H. Gray, and F. M. Hopces. Am. J. Roent- 
Zenol., 1928, xx, 550. 





Fibroma of the shoulder. J. H. Batpwin. Ann. Surg., 
1928, Ixxxviii, 1096. 

Tumor of right side of neck: teratoma (?). EF. Prir- 
CHARD. Proc. Roy. Soc. Med., Lond., 1928, xxii, 130. 

Epithelioma, erythema induratum (?), and ultraviolet 
radiation. J.G. Tomkrnson. Brit. M. J., 1928, ii, 1171. 

The problem of the malignant tumor. L. Hemrennain. 
Muenchen. med. Wehnschr., 1928, Ixxv, 1343. 

General education for cancer control. H. F. 
Pennsylvania M. J., 1928, xxxii, 140. 

The cancer situation in the State of New York. IV. 
The 1927 statistics. N. York State J. M., 1928, xxviii, 
1410. 

The cancer situation in Pennsylvania. T. B. Appr, 
G. B. L. Arner, and H. B. Woop. Pennsylvania M. J., 
1928, xxxii, 134. 

Cancer in Steiermark. H. 
Wehnschr., 1928, xli, 869. 

The relation of the internist and the practitioner to the 
cancer problem. D. P. Barr. South. M. J., 1928, xxi, 
1014. 

The places to start cancer investigation. S. P. Ret 
MANN. Pennsylvania M. J., 1928, xxxii, 142. 

A plea for the early recognition of cancer. I. J. It. 
J. Med. Soc. N. Jersey, 1928, xxv, 761. 

The cancer cell in the practice of medicine. W. C. 
MacCarty. Radiology, 1928, xi, 370. |378] 

Cancer treated in general practice by colloidal lead. 
EK. Tacsor. Brit. M. J., 1928, ii, 1034. 

Cancer biology and radiation. F.C. Woop. Radiology, 
1928, xi, 388. |378] 

Contributions on carcinoma. II. The structure of the 
serum in women with carcinoma. The sedimentation rate, 
surface tension, viscosity, and osmotic pressure. H. 
GZUTHMANN and H. Fruenaur. Arch. f. Gynaek., 1928, 
CXXXiV, 425. 

Raynaud’s disease associated with cancer of the stom 
ach. T. I. Bennett and EF. P. Poutton. Am. J. ‘Med. 
Sc., 1928, clxxvi, 654. 

Hypercholesterolemia; adenocarcinoma of the papilla 
of Vater. Autopsy report from the laboratory of the 
Philadelphia General Hospital. L. N. Boston and F. J. 
Jopzts. Med. J. & Rec., 1928, exxviii, 561. 

Sarcomatosis cutis. H. C. Semon. Proc. Roy. Soc. 
Med., Lond., 1928, xxii, 89. 

Multiple cutaneous sarcomatoses. Romero. Arch. de 
med., cirug. y especial., 1928, ix, 4or. 

Hypervitaminosis D and tumors; diffuse adenomata 
with initial malignant degeneration of the stomach of the 
rabbit produced by an excess of irradiated ergo-esterine. 
J. A. Coivazo, B. Vare a, and P. Rupron. Arch. argent. 
de enferm. d. apar. digest., 1928, iv, 27. 

The simultaneous presence of recent foci of tuberculosis 


SMITH, 


HABERER. Wien. klin. 


and disseminated carcinoma metastases. IF. Sturm. 
Deutsche Ztschr. f. Chir., 1928, ccix, 406. [379] 


General Bacterial, Protozoan, and Parasitic 
Infections 


A case of anaérobic infection following an injection of 
adrenalin and digisolvin. P. Kurnnet. Hosp. ‘Tide., 
1928, Ixxi, 663. 

A unique finding in the cerebrospinal fluid in tetanus. 
S. Stever. Deutsche med. Wehnschr., 1928, liv, 1289. 

Distribution of anthrax pustules on the human skin. 
P. Grar. Muenchen. med. Wehnschr., 1928, xxv, 1028. 

Bacillus abortus infection in man. T. THompson. 
Lancet, 1928, ccxv, 1335. 

Infection with brucella abortus. H. Harrison and G. 
S. Witson. Lancet, 1928, ccxv, 1338. 








4060 


The etiology of erysipelas. K. E. Brrknauc. Ann. Int. 
Med., 1928, ii, 524. 

The serum treatment of erysipelas. EF. 
Med., Cincinnati, 1928, ix, 471. 

The treatment of leprosy. L. E. 


méd., 1928, xxxv, 1122. 
J. F. 


Bacillus proteus infections. 
H. G. Jerer. J. Oklahoma 


B. Tauper. J. 


Prertmnt. Semana 


Tayior. J. Path. & 
Bacteriol., 1928, xxxi, 897. 379 

Pathology of tuberculosis. 
State M. Ass., 1928, xxi, 345. 

Prognosis of tuberculosis. C. 
State M. Ass., 1928, xxi, 350. 

Studies in the treatment of tuberculosis. H. Loewen- 
stagpt. Extrapulmonale Tuberkul. (Sonderbeil. z. Med. 
Klin.), 1928, ii, 144. 

Tularemia. [. FRANCIS. 
1155. 380] 

Tularemia: report of a case. G. Hastincs and P. Wir- 
son. South. M. J., 1928, xxi, 1035. 

Variants of hwmolytic streptococci; 
type-specific substance, virulence, and 
Topp and R. C. LANcEFIELD. J. Exper. 
xIviii, 751. 

Antigenic differences between matt haemolytic strep- 
tococci and their glossy variants. R. C. LANCEFIELD and 
Ik. W. Topp. J. Exper. Med., 1928, xlviii, 769. 

A case of severe streptococcemia cured by small blood 
transfusions. C. MAsstas. J. de méd. de Bordeaux, 1928, 
CV), 737. 

A case of generalized meningoc occus infection. A. W. 
GARDINER. Brit. M. J., 1928, ii, 1176 

Experimental actinomycosis. B. BaRont. 


I. Bares. J. Oklahoma 


J. Am. M. Ass., 1928, xci, 


their relation to 
toxin. FE. 
Med., 1928, 


Arch, ital. 


di chir., 1928, xxi, 529. [380] 
Blastomycosis. I. D. Micueison. J. Am. M. Ass., 
1928, xci, 1871. 
Krosio interdigitalis blastomycetica. G. IF. Kortrer. 


California & West. Med., 1928, xxix, 409. 
Studies on rabies. D. JoNNesco. Presse méd., Par., 
1928, XXXxvl, 12538. 


Ductless Glands 


Acromegaly in a woman. C. Worster-DrouGurt. 
Proc. Roy. Soc. Med., Lond., 1928, xxii, 150. 

Thymic hyperplasia: diagnosis and treatment. C. M. 
Wuirte. Texas State J. M., 1928, xxiv, 550. 

Tumor of the carotid body. H. L. WHALE. 
Soc. Med., Lond., 1928, xxii, 163. 

The function of the gonads in the light of parabiosis ex- 
periments. H. Zacuert. Krankheitsforschung, 1928, vi, 
174. 

The inner secretory influence of the male gonads on 
impregnation and pregnancy. The question of the antago- 
nism of the gonads. W. Rerpricu. Med. Klin., 1928, 
xxiv, 728. 


Proc. Roy. 


Surgical Pathology and Diagnosis 


Axial rotation, purposeful and pathological. C. H. 
Facce. Lancet, 1928, cexv, 1167. 

The blood-sedimentation test as an aid to diagnosis and 
prognosis. S. W. MoreLanp. Anes. and Anal., 1928, vii, 
gl. 

The clinical value of the sedimentation test, particularly 
in urological surgery. ‘T. von Hutu and F. K. Maver. 


Ztschr. f. urol. Chir., 1928, xxv, 77. 





INTERNATIONAL ABSTRACT OF SURGERY 


crisis as a sensitive indication of 
Sonder-Nr., 


The hzmoclastic 
S. Laczka. Orvosképzés, 1928, xviii, 


“The chemical examination of the feces. J. H. RyFrer. 
Lancet, 1928, ccxv, 1353. 

Cultural diagnosis of tuberculosis. Arch. 
f. klin. Chir., 1928, cl, 646. 

Dark-field demonstration of spirochwta pallida. H. 
GoopMAN. Med. Times, 1928, lvi, 329. 


A. Drtza. 


Experimental Surgery 


Injuries from colored pencils. V.Gruzprv. Vracebnaja 
gaz., 1928, iii, 209. [381] 

1D xperimental free fat transplantation: histological find- 
ings. A. Hise. Beitr. z. path. Anat. u. z. allg. Path., 
1928, Ixxix, 592. (381 | 

The effect of ether —— and shock on the calcium 
of the blood. W. C. Emerson. J. Lab. & Clin. Med., 
1928, xiv, 195. 

The action of local anesthesia on the isolated blood 
vessels of the frog. FE. Rentz. Arch. f. exper. Path. u 
Pharmakol., 1928, cxxxi, 357. 

An experimental study of certain visceral sensations. 
FE. P. Poutton. Lancet, 1928, ccxv, 1223. 

Studies in experimental extracorporeal thrombosis. 
VII. Extracorporeal thrombosis in experimental obstruc- 
tive jaundice and after the intravenous administration of 
bile acids. W. R. Jonnson, T. Satonoya, and L. G 
Rowntree. J. Exper. Med., 1928, xlviii, 871. 

Experimental study of bowel obstruction in the dog. 
The duodenal secretions. P. SEULBERGER, K. BRANDES, 
and A. Beyvxrrcu. Beitr. z. klin. Chir., 1928, cxliv, 135. 

Methods for experimentation on the animal uterus. 
G. K. Tscuerepacuin. Arch. f. Gynaek., 1928, cxxxiv, 


151. 

Method of studying the pharmacology of the uterus 
K. ScHuEBEL and W. Tescuenporr. Arch. f. exper. 
Path. u. Pharmakol., 1928, cxxviii, 82. 


Hospitals; Medical Education and History 


Malpractice—the legal aspect of the surgeon. M. D. 
Devaney. Internat. J. Med. & Surg., 1928, xli, 606. 

Generalized measures against carelessness and greed 
in the manufacture of surgical instruments. O. Lorwe. 
Zentralbl. f. Chir., 1928, lv, 1989. 

What happens to pus-contaminated operative linen? 
PLENz. Ztschr. f. d. ges. Krankenhauswesen, 1928, xxiv, 


31 

Differentiating between worthy poor and “dispensary 
shoppers.” M. Lincotn. Mod. Hosp., 1928, xxxi, 79. 

How social service supplements treatment. M. 
MacEacuern. Mod. Hosp., 1928, xxxi, 89. 

The importance of moving pictures in medicine, par- 
ticularly in obstetrics and gynecology. Von MIKkULICZ- 
Rapeckr. Ztschr. f. Geburtsh. u. Gynaek., 1928, xciii, 
528. 

Medical journalism and scientific progress. 
Spricce. J. Am. M. Ass., 1928, xci, 1990. 

John Hunter, the founder of scientific surgery. 
GILCREEST. Surg. Clin. N. Am., 1928, viii, 1273. 

Dr. James Craik, a revolutionary surgeon general. Mil. 
Surgeon, 1928, Ixiii, 865. 

The history of spectacles. Med. J. Aus- 
tralia, 1928, ii, 578. 


Sm S. 
E. L. 


E. T. Smiru. 




















MAY, 1929 


International 
Abstract of Surgery 


Supplementary to 


Surgery, Gynecology and Obstetrics 


EDITORS 


FRANKLIN H. MARTIN, Chicago 
SIR BERKELEY MOYNIHAN, K.C.M.G., C.B., Leeds 
PAUL LECENE, Paris 


SUMNER L. KOCH, Abstract Editor 
MICHAEL L, MASON, Assistant Editor 


DEPARTMENT EDITORS 


EUGENE H. POOL, General Surgery LOUIS E. SCHMIDT, Genito-Urinary Surgery 
FRANK W. LYNCH, Gynecology PHILIP LEWIN, Orthopedic Surgery 
JOHN O. POLAK, Obstetrics ADOLPH HARTUNG, Roentgenology 
CHARLES H. FRAZIER, Neurological Surgery HAROLD I. LILLIE, Surgery of the Ear 
F. N. G. STARR, Abdominal Surgery L. W. DEAN, Surgery of the Nose and Throat 
CARL A. HEDBLOM, Chest Surgery ROBERT H. IVY, Plastic and Oral Surgery 
CONTENTS 
I. Index of Abstracts of Current Literature ........ iii-vii 
De Ee eee OIERAG AS ER MENA COd DED TWe weed ix 
III. Editor’s Comment ...................... 002.0245. SS 
IV. Landmarks in Surgical Progress .............. 407-410 
V. Abstracts of Current Literature ............... 411-482 
VI. Bibliography of Current Literature ........... 483-508 











a 


Editorial Communications Should Be Sent to Franklin H. Martin, Editor, 54 East Erie St., Chicago 


Editorial and Business Offices: 54 East Erie St., Chicago, Illinois, U.S. A. 


Publishers for Great Britain: Bailliere, Tindall & Cox, 8 Henrietta St., Covent Garden, London, W.C. 





























CONTENTS—MAY, 1929 


LANDMARKS IN 


SURGICAL PROGRESS 


LATERAL ANASTOMOSIS OF THE INTESTINE—PHILIP SyNG Puysick. Irving S. Cutter, M.S.,Sc.D., Chicago 
g ’ , g 


ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE HEAD AND NECK 
Eye 
Gitt, W. D.: Ocular Symptomatology in Dengue. 
Based on an Analysis of 1,241 Cases........... 
Weymouth, F, W., and Others: Visual Acuity with- 


in the Area Centralis and Its Relation to Eye 
Movements and Fixation.................... 
PETERSON, R. A.: Iris Prolapse from Corneal Ulcer: 
Treatment by Conjunctival Flap............... 
Mitts, L.: Modern Cataract Surgery............. 
GreEAr, J. N.,Jr.: Sarcoma of the Choroid........ 
Lams, IF’. W.: The Diagnostic and Prognostic Sig- 
nificance of Retinal Hemorrhage............. 
MENGEL, W. G.: Retinal Disease with Massive 
Exudation; Report of a Case................. 


Ear 


Maver, O.: The Pathology of Otosclerosis......... 
PorTMANN, G.: Vasomotor Affections of the In- 
WE Mss ilatd.ic orc iascis sie on Wials. o aera aied a 6ie4 
Por, D. L.: A Study of the Fossa Subarcuata as a 
Passageway for Infection from the Labyrinth to 
CE EIGN oa cok ciaiéiciiewes ces waisaeros ewes 


Nose and Sinuses 

Carter, W. W.: The Prevention of Nasal Deformi- 
ties Following the Submucous Operation...... . 

LEDERER, F, L., and Livincston, G. S.: Tuberculo- 
sis of the Nasal Accessory Sinuses............. 

Litite, H. I., and Linu, W. 1.: The Effect on Cer- 
tain Syndromes of Chiasmal Tumor........... 

Prauter, G. E.: Roentgenological Signs Which In- 
dicate Extension of Infection from the Ethmoid 
and Sphenoid Sinuses to the Base of the Skull... . 

Wartson-WituiaMs, P.: Optic Neuritis Following 
Spenoidal Sinusitis Located by the Differential 
EAPIOTMOOLYy LOSE, oo. so cicie ssn ee aaeie vovese's 


Pharynx 

Ricsy, O. C.: Intramuscular Injections of Bismuth, 
a Specific ‘Treatment for Vincent’s Angina... .. 

Neck 


Cursney, A. M., Clawson, T. A., and WEBSTER, B.: 
Endemic Goiter in Rabbits. 1. Incidence and 
RUIN sic is ds ccaekaneneeboceeeeee 


Wesster, B., Clawson, T. A., and CuEsney, A. M.: 
Endemic Goiter in Rabbits. 11. Heat Produc- 

tion in Goitrous and Non-Goitrous Animals... . 

WeEsstTEeR, B., and Cuesney, A. M.: Endemic Goiter 

411 in Rabbits. 111. The Effect of the Administra- 
I I icp veree succeed vw accvenin 

ExsE, J. E.: The Prevention of Recurrent Goiter.. . . 

41t Fina, N. S., and Harmer, D.: Radium Treatment 


of Intrinsic Carcinoma of the Larynx.......... 

41t New, G. B.: A Two-Stage Laryngectomy.......... 
412 
412 

SURGERY OF THE NERVOUS SYSTEM 
413 


Brain and Its Coverings; Cranial Nerves 


413 Por, D. L.: A Study of the Fossa Subarcuata as a 
Passageway for Infection from the Labyrinth to 


PN NIN nce cxtenvuavacspewaneuwainen 
413. InGvar, S.: Studies in Neurology. 11. On Cerebel- 

RN NER eS totace:S-0 5:0. se Sos ra oats enw 
413. Narrzicer, H. C., and Jones, O. W.: Late Trau- 

INE OEE os 55.5 5.c o esientcee s.cwwis bauer 


McLean, A. J.: The Transbuccal Approach to the 

414 MOINS ain s5:9-0 6 :0ce araieiey F0iwie nisin ber oa ha a 
Danby, W. E.: Venous Abnormalities and Angioma- 

GE ee Ns osc osc cs dnGuuedaceessacead 

CusHInG, H., and Bovig, W. R.: Electrosurgery as 

414 an Aid to the Removal of Intracranial Tumors.. . 
Corpes, E.: Osteoplastic Endothelioma of the 

414 So ics. xi vice een Bie oes ere ines ea erie 
Gurpjian, E. S., and Wituiams, H. W.: The Sur- 


414 gical Treatment of Intractable Cases of Blephar- 
GN. hc oosnes cee soreesNaswanereete an 

InGvar, S.: On the Pathogenesis of the Argyll- 

415 Robertson Phenomenon...................4. 


Spinal Cord and Its Coverings 
415 Srooxey, B.: Tumors of the Spinal Cord in Child- 
MONE iesbdcdekna usecase siersanseaeweese 
Peripheral Nerves 


415 Pratt, H.: The Operative Treatment of Traumatic 
Ulnar Neuritis at the Elbow................. 


Sympathetic Nerves 


Scartett, H. W.: The Frequency of the Claude 
415 Bernard-Horner Syndrome................... 


iii 


415 


415 
410 


410 
417 


414 
418 
418 
418 
419 
419 


419 


420 


421 








iv INTERNATIONAL ABSTRACT OF SURGERY 


BUELBRING, E.: Malignant Neuroblastoma of the 


as issid cies ctie a Ws siemens ed owiesess 
BRAEUCKER: Surgery of the Sympathetic in the 

IN sts eo cai hae adaunecseee 
Rirper, W.: Investigations by Capillary Microscopy 

in Periarterial Sympathectomy............... 
Miscellaneous 


NEDELMANN, E.: A Malignant Tumor of the Thymus 
with Peculiar Metastasis into the Central Nerv- 
ous System: A Contribution on the Question of 
Tumor Metastasis by the Cerebrospinal Fluid 


ESE PIR Ee Aree Py ee ee 
Woo.tarp, H. H.: The Comparative Anatomy of 
Epicritic and Protopathic Sensation........... 


SURGERY OF THE CHEST 


Chest Wall and Breast 
IseLin, H.: Postoperative X-Ray Treatment of 
COMOET OF TG TORE Eo oise sok ciocinieeeecc cane 


Trachea, Lungs, and Pleura 
Priocteau, W. H.: ‘Tracheotomy: Technique and 
After-Care of the Patient.................... 
Maruer, J. H., and Cooper, R.: The Accessory Lobe 
OE Te ARP WE a. 5 5c 05s sis nt cmesivcie os 
Craroorp, C.: Two Cases of Obstructive Pulmon- 
ary Embolism Successfully Operated Upon..... 
Nystrom, G.: Experiences in Three Cases in Which 
the Trendelenburg Operation Was Done for 
Pulmonary Embolism...................+++: 
ELorsser, L.: Congenital Cystic Disease of the 
Tuorrre, E. S.: 
WN sto oN a aan sa takisins oi Ae eee 
Moore, W. F.: Bronchoscopic Treatment of Bron- 
CACORE COON, 06 ois case sa eancese oes 
Wuittemore, W.: The Treatment of Chronic 
Bronchopulmonary Suppurative Lesions Limit- 
ed to One Lobe of the Lung.................. 


Heart and Pericardium 

SrEVENSON, G. H., and Marsua tt, A. J.: Rupture 
of the Heart from a Pywmic Abscess in the 
ee SEE ESP re re rere eer eee 

ALEXANDER, E. G.: Suppurative Pericarditis from 
the Surgical Viewpoint... .............c0000- 

Csophagus and Mediastinum 

Bearrty, C. C.: Congenital Stenosis of the (sopha- 
NE peti te yee RO MTU ere en ee ee 

Miscellaneous 

Gurion, C. M., and Meara, F. S.: Chest Pains.... 

McPuepran, F. M., and Weyt, C. N.: The Value 
of Synchronization in the Accurate Diagnosis 
ER EI sna c se cieine Sa ke Ciecmemslinnss 


SURGERY OF THE ABDOMEN 


Abdominal Wall and Peritoneum 


Rosensiatt, M. S., and Meyers, M.: Muscle- 
Fascia Suture with Preserved Fascia and Tendon 


423 


423 


423 


424 


427 


427 


428 


428 


429 


429 


430 


Weuik, M.: Inflammatory Diseases and Haemato- 
mata of the Anterior Abdominal Wall......... 
Baitey, H.: Strangulated Femoral Hernia.......... 
ScuarErR, W.: The Determination of the Vitality of 
Leucocytes in Peritoneal Exudate............. 
Dup ey, G.S.: Endothelioma of the Peritoneum.. . . 


Gastro-Intestinal Tract 
M’CrackeN, I. E.: Consecutive Tests by the 
Fractional Method of Gastric Analysis... ..... 
NAUMANN, H.: Fatal Hamorrhage from a Gastric 
Ulcer Which Could Scarcely Be Seen at Autopsy 
Manpter, V.: Gastric Ulcer and the Bayliss- 
Starling Law........... Fi eke locas toa Eh sen 
Wuitr, F. W., and JANKELSoN, I. R.: Late In- 
tussusception of the Bowel into the Stomach 
After Gastro-Enterostomy................... 
Wo trsoun, G.: Gastric Carcinoma After Gastro- 
Fatevostouiy for Ulcer... 0.26650. 00csesss 
MOoyNiHiaN, Sir B.; Problems in Gastric Surgery... . 
Firnt, FE, R.: Complete Gastrectomy for Carcinoma 
I Tac cosa ov oc casrcamaneoe nek. 
Suerry, L. B.: Two Cases of Benign Intestinal 
MINING oir ors aw cnic vac sian gay coer toe 
Reran, G. M.: Non-Operative Treatment of 
POUURGNECORIOIN, 6.55 ois so dc cccw esses sn cower 
Morr, P. J., and WALKER, G. F.: 
EE MII s, 5-dciors niki aicumceleinaiss cewnewiws oa 
GREEN, N. W.: Polypoid Adenocarcinoma of the 
Jejunum with Acute Intussusception... ........ 
GREEN, N. W.: Leiomyoma of the Jejunum with 
MINN oa oa 5 oid neg cine enero wtb iacale'ors 
Cacpsick, S. L.: Two Cases of Persistent Omphalo- 
RETAINER 6a bisa rinse nen ba a aas ne.ace 
Ryie, J. A.: Chronic Spasmodic Affections of the 
Colon and the Diseases Which They Simulate. . 
THorvAKSON, P. H. T.: Ulcerative Colitis.......... 
AvAm, L.: Primary Carcinoma of Bauhin’s Valve... . 
FriED, H.: Roentgenological Study of the Inverted 
IER aacad ina srays aluniiane’s, @acatn snes arene re Gaeine 
Monnier, E.: The Diagnosis of Appendicitis in 
NII caito hon ot Sicatip enh vioeoaen ia eiesereisl Sahel 
Bettman, H. W.: Chronic Appendicitis from the 
Viewpoint of an Internist.................... 
Hornunc, R.: A Contribution on the Relations Be- 
tween the Appendix and the Genitalia: (a) Car- 
cinoma, (b) Pseudomyxoma.................+. 
Lunou, G.: On the Treatment of Prolapsus Recti.... 
Dukes, C.: Urinary Infections After Excision of the 
Rectum: Their Cause and Prevention......... 
Dietericu, H.: Experience at the Giessen Clinic in 
the Radical Treatment of Rectal Carcinoma..... 


Liver, Gall Bladder, Pancreas, and Spleen 
Horratt, O. H.: Bilirubin, a Non-Toxic Substance. . 
Katayama, I.: Bile Acids in Jaundice.............. 
Wo tFer, J. A., and Curistian, L. W.: Pancreatic 
Function Tests, with Special Reference to the 
Quantitative Determination of Facal Amylase. . 
Gernitz, R.: Hyperglycemia in Acute Pancreatic 
PN cdntatucaiueduwcansacaeseegsoas 


430 
430 


430 
43! 


43! 
432 


432 


432 


432 
432 


435 
435 
435 
430 
430 
430 
430 
436 
437 
437 
437 
438 
438 
438 
439 
439 


439 


439 
440 


440 








Gee a te ee 








INTERNATIONAL ABSTRACT OF SURGERY 


HENSCHEN, C., and ReissincerR, H.: Contributions 
on the Clinical Physiology of the Spleen: Ex- 
perimental Studies of the Variations in Volume 
and the Contractility of the Spleen, Its Circula- 
tion, and the Closure of the Splenic Artery..... 

Eurtncer, H.: The Function of the Liver in Preg- 
nancy. 11. The Occurrence of Viscerosensory 
Hepatic Bile Reflexes in Pregnancy.......... 

CrossEn, R. J., and Moore, S.: Cholecystographic 
>, een 

Bowen, B. D., Vaucuan, S. L., and Koenie, E. C.: 
The Relation of Liver and Gall-Pladder Disease 
to Diabetes, with a Report of Liver-Function 
Tests and Cholecystography in a Group of Cases 
of Diabetes and Alimentary Glycosuria........ 


Miscellaneous 

Lemon, W.S.: The Function of the Diaphragm 

Caupsick, S. L.: Two Cases of Visceral Fistula 
Treated without Secondary Operation......... 


GYNECOLOGY 
Uterus 
Damm, P.: The Operative Treatment of Prolapse, 
with Special Reference to the Interposition 
RT ahs SRO pee Om, Re res Om 
Puaneur, L. E.: The Benign Lesions of the Uterine 
Cervix and Their Treatment................. 
l'itzG1BBoNn, G.: Fibromyomata.................. 
TuHaver, H.: Lipoma of the Uterus................ 
Scumitz, H.: The Diagnosis and Treatment of 
MINN rr ool ns Sodci cod see tenes 


Adnexal and Periuterine Conditions 

Reisner, A.: The Relation of Local and General 
Treatment of Gonorrhoea in the Female to Ex- 
tension of the Condition to the Uterine Adnexa 

Komockt, W.: A Case of Bilateral Angiohyperneph- 
UNIS HE GIN NWI oo. 5 oc Sine wine cia se! a osiwiece 


External Genitalia 

GREENHILL, J. P.: Vaginal Discharge Due to 
Trichomonas Vaginalis...................+6- 

Bissett, D.: Genito-Urinary Fistula in the Female: 
with an Appreciation of Sims and His Work..... 


Miscellaneous 

BENTHIN, W.: Genital Hamorrhages in Old Women. 
Witiams, E.: The Acute Pelvis.................. 
Jarcuo, J.: The Artificial Production of Sterility... . 


OBSTETRICS 


Pregnancy and Its Complications 

Gutumann, H.: The Practical and Scientific Value 
of the Lateral Roentgenogram in Pregnancy. . . 

Eurrncer, H.: The Function of the Liver in Preg- 
nancy. II. The Occurrence of Viscerosensory 
Hepatic Bile Reflexes in Pregnancy........... 


441 


447 


448 


480 


441 


442 


443 


443 
443 


444 


444 


445 


445 


445 
446 
446 


447 


Crossen, R. J., and Moore, S.: Cholecystographic 
Studies in Pregnancy..............s0ccceeee. 
LaNE-Roserts, C, S.: Abdominal Pain in Preg 


Pout, A.: The Early Diagnosis, Etiology, and 
Treatment of Pernicious Types of Anemia in 
WN so secon censure ew cueneiag ete 

Jacié, N.: The Indications for the Interruption of 
Pregnancy in Diseases of the Circulatory System 

Titus, P.: The Influence of Blood-Chemistry Studies 
on the Present Treatment of Pregnancy Tox- 


Labor and Its Complications 
Van Hoosen, B.: Scopolamine Anasthesia in the 
Second Stage of Abnormal Labor............. 


A. H.: The Problem of the Vertex Occipito- 
posterior RRs vn eee were sass 


Ivens, F.: The Scope of Cesarean Section . 


Coscrove, S. A.: Cesarean Section and ‘Forceps: 
When They Must Not Be Used............... 


Bit, 


Puerperium and Its Complications 

Vertes, O.: The Cessation of Menstruation During 
PIs 5 cine cuca vanweedue sg eeeeeutees 

Report of the Committee on Survey of the Inci- 
dence of Puerperal Septicemia in Massachu- 
WOO OE SOR s cance cancusasecs dessacubeain 

ARMSTRONG, R. R., and SHaw, W.: Streptococcal 
Vaccines in the Treatment of Puerperal Sepsis. . . 


Miscellaneous 

RapwaAny, S.: The Behavior of the Blood Platelets 
in Labor, the Puerperium, and Certain Ob- 
stetrical Complications... 6..ccssecceceeves 


GENITO-URINARY SURGERY 


Adrenal, Kidney, and Ureter 


Borne, A. E.: Primary Extrarenal Hypernephroma. 
Muscuat, M.: The Physiology of the Milking 
Muscle of the Radney. .......6.6scccccsscccccse 
Bucser, H. G.: The Réle of Kidney Function in 
TIOUUIC THIET «5 5 o 05s sc obec bocsentes ses 
Lauper, H. J.: The Diagnostic Significance of the 
Ampullary Renal Pelvis... ............-++++- 
Morison, D. M.: Routes of Absorption in Hydro- 
nephrosis: Experimentation with Dyes in the 
Totally Obstructed Ureter................... 
Ferrer, J. C.: Obstruction to the Venous Circula- 
tion in the Kidney Caused by Distention of the 
Pelvis and Calyces, with Special Reference to 
Pyelovenous Backflow..................2205- 
Brituincton, W.: The Therapeutic Value of Neph- 


ScHOLL, A. J.: Kidney Resection. ............... 
Spitzer, W. M., and WALLIN, I. E.: Supernumerary 
ONS SEMIN so 56a. n wing oici5,osc064¥u0ch sein 
Kein, W. O.: A Large Extravesical Ureteral Stone 
Which Had Perforated...............0000005 


Vv 


448 


449 


449 


449 


450 


45° 
451 


452 


452 


453 


453 


454 
454 
454 


455 


455 








vi INTERNATIONAL ABSTRACT OF SURGERY 


Bladder, Urethra, and Penis 

Lower. W. E., and Hiccrns, C. C.: Diverticula of 
the Urinary Bladder, with a Report of 110 cases. 

AscuNner, P. W.: The Pathology of Vesical Neo- 


Key, E.: The Operative Treatment of Large De- 
BOGEN SE UNS CR UIIOR oo ic inne cc ieee ences 
Partscu and BREITLAENDER: The Roentgenological 
Demonstration of Stricture and Rupture of the 
ON os nies Scio bisa ieicg Amico a ale et ae ose aeO ma 


Genital Organs 
Bumpus, H. C., Jr., and Tuompson, G. J.: Tuber- 
culosis of the Genital Tract.................. 
Hinman, F.: The Surgical Treatment of Urogenital 
IN ie aa ed ley recs tah sd. ew HS aia oss oir 
CauLk, J. R.: The Author’s Cautery Punch for 
Prostatic ODGtruction.... ..0...0 250s ccssccccess 
Lows ey, O. S.: Surgery of the Prostate Gland, 
with a Report of Operative Results........... 
Roinick, H. C.: The Pathology of Epididymitis. . . . 
LinpGREN, E.: Septic Epididymitis, with Special 
Regard to the Forms with a Chronic Course. . . 
KreTSCHMER, H. L.: ‘Tuberculosis of the Epidid- 
ymis; A Critical Review Based on the Study of 
UN NN CIBES 5 once 5 :5)555 5, 5.9-4. 8:2: 0 i050, 9.3'0" 
Wesson, M. B.: “Traumatic Orchitis:” A Mis- 


Stevens, A. R., and Ewrne, J.: Adenocarcinoma of 
the Testis i the AGW... 66.60.00 scsccaseces 
Ke.ey, J. E., and Huerer, W. C.: Carcinoma of 
SINE Seuss stateton aiace nie wines Seeieins Gea 
Crecit, A. B.: The Treatment of a Case of Male 
TEGO asain 08155 :3,16:8:4:6 010 50 0 hatshatetrmacs 
Cecit, A. B.: The Treatment of a Case of Male 
I so Fasc. ainrss0 o's hx v8 ake hana eee we 
Miscellaneous 
RepewiL1, F. H.: The Physiology of Micturition.. 
Sotoway, H. M.: Extravasation of Urine......... 
Ketstep, K., and Scuigpt, E.: The Treatment of 
Infection of the Urinary Tract............... 
ROSENSTEIN, P.: Primary Suture in Urological 
Operations. Also a Contribution on Cystopexy. . 


456 


457 


458 
458 


459 
460 


460 


460 
401 
461 
401 
462 
402 
403 
463 
463 


463 


SURGERY OF THE BONES, JOINTS, MUSCLES, 


TENDONS 


Conditions of the Bones, Joints, Muscles, Tendons, Etc. 


Watt, J. C.: The Development of Bone: (A) The 
Process of Development in Bones of Different 
Types; (B) Normal Physiological Calcification 
of the Matrix in Cartilage and in Bone; (C) The 
Problem of the Manner of Deposition of the 
CMON i inicicsialesiaigina adie dss esis siawere 

AXHAUSEN, G.: Anemic Infarcts in the Osseous 
System and Their Significance with Regard to 
the Theory of Primary Epiphyseal Necroses. . . 


Beckman, T., and Ivarsson, G.: So-Called Chon- 


dromatosis of Joint Capsules................. 
Puemister, D. B.: The Pathology and Treatment 
OF PyOgemic APU, . oo. c ae ccccsesacess 


405 


405 


466 


Payer, E.: Chronic Infectious Arthritis and Its 
Surgical Treatment; Injection Procedures, 


OPO CUMIIT, TORE... oes na nsse ae ndndecson sce 467 
Rrxrorp, E.: Lesions Produced by Forced Ab- 

duction of the Shoulder..................... 468 
LeFort, R., and INGELRANS, P.: Mild Osteomye- 

HUIS OF THO VETICIEI own ook oie cen ssc ence 468 
JENSEN, J. P.: Spondylitis Produced by the Abor- 

ee eg rae 468 


Corr, P. F.: X-Ray Examination of the Lum- 
bosacral Region with Reference to Low Back 


ISA nae CoS SRE Aen nee 468 
Harris, W.: Sacro-Iliac Pain..................-. 469 
YEOMAN, W.: The Relation of Arthritis of the 

Sacro-Iliac Joint to Sciatica.................. 469 


WILHELM, R.: New Contributions on the Etiology 
of Malformations of the Neck and Head of the 


Ns esi te Govters co setk sidiieibets las ean aaa are 409 
Wape, R. B.: The So-Called Congenital Pseu- 

darthrosis of the Tibia. . 2... occ cc ccsscce 470 
Incuis, K.: The Pathology of Congenital Pseu- 

datthrosis Of the Tipia.......... ccccscccsccenes 470 
Hucues, W. K.: Hallux Valgus.................. 471 


Surgery of the Bones, Joints, Muscles, Tendons, Etc. 
Dunn, N.: The Surgery of Muscle and Tendon in 


Relation to Infantile Paralysis............... 471 
Kipner, F. C.: End-Results of Extra-Articular Fix- 
ation of the Tuberculous Hip in Children...... 472 


Fractures and Dislocations 


Craic, C.: A Series of Fractures of the Long Bones 
Treated by the Methods of R. Hamilton 


MOM ate 5 okra asb ara oraans escxd din Sino ntoroee tarts 472 
Sruon, J.: Traumatic Posterior Dislocation of the 

SRE ee RP nt ere ee 472 
Macnuson, P. B.: Fractures of Metacarpals and 

ERIN so caawgn es 21 tis won eee ae eae Rs 472 
MacAus.tanp, W. R.: The Treatment of Congeni- 

tal Dislocation of the Hip by Open Operation... 473 


SURGERY OF BLOOD AND LYMPH SYSTEMS 


Blood Vessels 
Danpy, W. E.: Venous Abnormalities and Angio- 
TRO 0 CNG IG. ooo ccc idesasvsecrewes 419 
Craroorp, C.: Two Cases of Obstructive Pul- 
monary Embolism Successfully Operated Upon 426 
Nystrom, G.: Experiences in Three Cases in Which 
the Trendelenburg Operation Was Done for 


Pulmonary Embolism ...................00+- 426 
Mippteron, W.S.: Venous Pressure............. 474 
Homan, E. F.: Arteriovenous Aneurism......... 474 


Blood; Transfusion 

Pout, A.: The Early Diagnosis, Etiology, and 
Treatment of Pernicious Types of Anwmia in 
PE cig akcamcnaahod sawing eeheancawaes 449 

Titus, P.: The Influence of Blood-Chemistry 
Studies on the Present Treatment of Preg- 
I TI 5 i 5 oin.ses eadnicdencacasons 45° 








) 





INTERNATIONAL ABSTRACT OF SURGERY vii 


RapwAny, S.: The Behavior of the Blood Platelets 
in Labor, the Puerperium, and Certain Ob- 
stetrical Complications... .........c.cccse00 453 
Iiratov, A.: Clinical and Experimental Con- 
tributions on the Effect of Blood Extravasated 


into the Body Cavities... 0.006650 cicciices 474 
Grameén, K.: Accident: Transfusion of Leukamic 

Meas od odie ewe rine poe an 475 
Htveper, W. C.: Agranulocytosis (Schultz) and 

the Agranulocytic Symptom Complex......... 480 
Emerson, W. C.: The Effect of Ether Anaesthesia 

and Shock on the Calcium of the Blood. ...... 482 


SURGICAL TECHNIQUE 


Operative Surgery and Technique; Postoperative 
Treatment 


STEGEMANN, H.: The End-Result in a Case of 
Embolism of the Pulmonary Artery Cured by 
the Trendelenburg Operation................ 476 


Antiseptic Surgery; Treatment of Wounds and 
Infections 


REGENBOGEN, J. H.: The Relief of Stasis in the 


Inflamed Blood Vessels by Means of Alkalies.... 476 
ZOELLER, C, J.: Vaccination Against Tetanus with 
CURD FAMUORTE. goood oid eaicaccs ee sinnas 476 
Anesthesia 
Van Hoosen, B.: Scopolamine Anesthesia in the 
Second Stage of Abnormal Labor............. 450 
MANSFELD, G.: The All-or-None Law of Narcosis 
and the Critique of Hans Winterstein......... 476 


FRANKEN, H., and ScuveRMEyYER, A.: Collapse and 
Narcosis. The Determination of the Volume of 
Circulating Blood in Ether, Avertin, and 


Acetylene Anesthesia, and Its Significance..... 477 
Emerson, W. C.: The Effect of Ether Anaesthesia 
and Shock on the Calcium of the Blood....... 482 


PHYSICOCHEMICAL METHODS IN SURGERY 


Roentgenology 


Pranter, G. E.: Roentgenological Signs Which 
Indicate Extension of Infection from the 
Ethmoid and Sphenoid Sinuses to the Base of 


EIS co cesconccs ce cusieeswaaawaue atone 415 
Iserin, H.: Postoperative X-Ray Treatment of 
Cancer of the Breast... ccc cccccvsssvese 425 


McPuHepraNn, F. M., and Weyt, C. N.: The Value 
of Synchronization in the Accurate Diagnosis 


Oe ROE POOR on ccecccarsressuesusoees 429 
Friep, H.: Roentgenological Study of the Inverted 

eS ru ein at a er ee ae peleiea ane 437 
GutuMann, H.: The Practical and Scientific Value 

of the Lateral Roentgenogram in Pregnancy. . 447 
Crossen, R. J., and Moore, S.: Cholecyatograghic 

SUGIS AM PUCGMANCY «owe sce sccecccocceessae 448 


PartscH and BRIETLAENDER: ‘The Roentgeno- 
logical Demonstration of Stricture and Rupture 
er IS oo Senet ee aeechachassuve 458 

Coie, P. F.: X-Ray Examination of the Lumbosa- 
cral Region with Reference to Low Back Pain.. 468 

AnpvErSON, C. C.: The Radiological Diagnosis of 
REGGAE BOROCIIO «0. 6.5.5 5s cic ccc scccsoscens 478 

GLAssER, O., PoRTMANN, U. V., and Serrz, V. B.: 

The Condenser Dosimeter and Its Use in 
Measuring Radiation Over a Wide Range of 
MUS ons eae hn sexe Go ease ce 478 

Evans, W. A., and Leucutia, T.: The “Massive” 
and “Hypermassive” Radiation in the Treat- 
sent G5 Skim CRROES, . .. 5 in cccccccsecscecce 478 

Bowen, B. D., Vaucuan, S. L., and Koenie, E. C.: 

The Relation of Liver and Gall-Bladder Disease 
to Diabetes, with a Report of Liver-Function 
Tests and Cholecystography in a Group of Cases 


of Diabetes and Alimentary Glycosuria....... 480 
Radium 
Finzi, N. S., and Harmer, D.: Radium Treatment 

of Intrinsic Carcinoma of the Larynx......... 416 
Miscellaneous 


Finptay, G. M.: Ultraviolet Light and Skin Cancer. 479 
Martin, W.: Physical Measures as an Adjunct to 


Pc Saline von edeGadatmeineuac Wench wows 479 
Doran, W. G.: Physical Therapy Aids in Fracture 
gg ST a en 479 
MISCELLANEOUS 


Clinical Entities—General Physiological ee 


Bowen, B. D., Vaucuan, S. L., and Koenie, E. 
The Relation of Liver and Gall-Bladder * nt 
to Diabetes, with a Report of Liver-Function 
Tests and ‘Cholecystography in a Group of 
Cases of Diabetes and Alimentary Glycosuria... 480 
Bennett, T. I., and Pourron, E. P.: Raynaud’s 
Disease Associated with Cancer of the Stomach . 480 


General Bacterial, Protozoan, and Parasitic Infections 
Hurper, W. C.: Agranulocytosis (Schultz) and the 


Agranulocytic Symptom Complex............ 480 
Brrkuauc, K. E.: The Etiology of Erysipelas..... 481 
Jacosson, H. P.: Coccidioidal Granuloma........ 481 


Experimental Surgery 
Poutton, E. P.: An Experimental Study of Certain 


WO OEM 6 5s: sse cee onadeeeueesie 481 
Emerson, W. C.: The Effect of Ether Anwsthesia 
and Shock on the Calcium of the Blood....... 482 


Hospitals, Medical Education and History 


MacEacuern, M. T.: How Social Service Supple- 
SN IE scar aedin's Hen eaWaue canes thers 482 





Vili INTERNATIONAL ABSTRACT OF SURGERY 


BIBLIOGRAPHY 


Surgery of the Head and Neck 


Ifead. 

Kye 

SS eee ee 

Nose and Sinuses 

Mouth. . 

Pharynx 

Neck..... otters? ree ee : 


Surgery of the Nervous System 


Brain and Its Coverings; Cranial Nerves. . 
Spinal Cord and Its Coverings... . 
Peripheral Nerves......... 

Sympathetic Nerves. . 

Miscellaneous. . 


Surgery of the Chest 


Chest Wall and Breast. . . 

Trachea, Lungs, and Pleura... Bees 
Heart and Pericardium..... . cred 
(Esophagus and Mediastinum 

WEISCOMBTICOUS . . 55. oe ce oie ce cee 


Surgery of the Abdomen 


Abdominal Wall and Peritoneum te 
Gastro-Intestinal Tract................. 
Liver, Gall Bladder, Pancreas, and Spleen. 
Miscellaneous.............. : ALS a 


Gynecology 


EE Ce 
Adnexal and Periuterine Conditions... . . 
External Genitalia.............. ee 
Miscellaneous................ 


Obstetrics 


Pregnancy and Its Complications. . . ts 
Labor and Its Complications............... 
Puerperium and Its Complications. . . 
Sr ee rrr Bode 
Miscellaneous......... 


483 
483 
483 
484 
484 
485 
485 


486 
486 
486 
486 
487 


487 
487 
487 
488 
488 


488 
488 
49° 
491 


492 
492 
493 
493 


494 
495 
490 
490 
496 


Genito-Urinary Surgery 


Adrenal, Kidney, and Ureter... 
Bladder, Urethra, and Penis 
Genital Organs. .. i 
Miscellaneous. 


Surgery of the Bones, Joints, Muscles, Tendons 


Conditions of the Bones, Joints, Muscles, Tendons, 


se tacuinc aus Neste bin a shane saree louie Sista pee avatars 
Surgery of the Bones, Joints, Muscles, Tendons, Etc. 
Fractures and Dislocations....................-. 


Orthopedics in General...... 


Surgery of the Blood and Lymph Systems 


Blood Vessels... .. 
Blood; Transfusion. ...... 
Reticulo-Endothelial System..................... 
Lymph Glands and Lymphatic Vessels............ 


Surgical Technique 


Operative Surgery and Technique; Postoperative 
NINE i o.5 ie mriiciens emia Oe wid Dkmkne dies =k 26 
Antiseptic Surgery; Treatment of Wounds and 
DE Soon outs ce Senos vata s een tenes 
I con cre coh hier adie othaaacemalenc 


Physicochemical Methods in Surgery 


I oe ararans aha a a iii iinsind aoa oe owe 
Radium..... SE abo d cic vk an OED bet aaiae ee 
Miscellaneous. . 


Miscellaneous 

Clinical Entities—General Physiological Conditions 
General Bacterial, Protozoan, and Parasitic Infec- 

ARR Ae ean We etree ee 
Ductless Glands................ 
Surgical Pathology and Diagnosis................ 
Experimental Surgery... «06.2... 55802 cnesees 
Hospitals; Medical Education and History......... 


499 
500 
501 
502 


502 
593 
593 
593 


593 
504 


504 
505 


5°7 


597 
5°7 














INTERNATIONAL ABSTRACT OF SURGERY 


AUTHORS OF ARTICLES ABSTRACTED 


Adam, L., 437 
Alexander, EF. G., 428 
Anderson, C. C., 478 
Armstrong, R. R., 453 
Aschner, P. W., 457 
Axhausen, G., 465 
Bailey, H., 430 
Beatty, C. C., 428 
Beckman, T., 466 
Bennett, T. I., 480 
Benthin, W., 445 
Bettman, H. W., 438 
Bill, A. H., 450 
Billington, W., 455 
Birkhaug, K. E., 481 
Bissell, D., 445 
Bothe, A. F., 454 
Bovie, W. R., 419 
Bowen, B. D., 480 
Braeucker, 423 
Breitlaender, 458 
Buelbring, E., 423 
Bugbee, H. G., 454 
Bumpus, H. C., Jr., 458 
Caldbick, S. L., 436, 442 
Carter, W. W., 414 
Caulk, J. R., 458 
Cecil, A. B., 462 
Chesney, A. M., 415 
Christian, L. W., 440 
Clawson, T. A., 415 
Cole, P. F., 468 
Coope, R., 425 
Cordes, F., 419 
Cosgrove, S. A., 452 
Crafoord, C., 426 
Craig, C., 472 
Crossen, R. J., 448 
Cushing, H., 419 
Cutter, I. S., 407 
Damm, P., 443 
Dandy, W. E., 419 
Dieterich, H., 439 
Doran, W. G., 479 
Dudley, G. S., 431 
Dukes, C., 439 
Dunn, N., 471 
Eloesser, L., 426 
Else, J. F., 416 
Emerson, W. C., 482 
Eufinger, H., 447 
Evans, W. A., 478 
Ewing, J., 461 

Ferrer, J. C., 455 


Filatov, A., 474 
Findlay, G. M., 479 
Finzi, N. S., 416 
Fitzgibbon, G., 443 
Flint, E. R., 435 
Franken, H., 477 
Fried, H., 437 
Geinitz, R., 440 
Gill, W. D., 411 
Glasser, O., 478 
Gramén, K., 475 
Greear, J. N., Jr., 412 
Green, N. W., 436 
Greenhill, J. P., 445 
Guion, C. M., 429 
Gurdijian, E. S., 420 
Guthmann, H., 447 
Harmer, D., 416 
Harris, W., 469 
Henschen, C., 441 
Higgins, C. C., 456 
Hinman, F’., 458 
Holman, FE. F., 474 
Hornung, R., 438 
Horrall, O. H., 439 
Hueper, W. C., 461, 480 
Hughes, W. K., 471 
Ingelrans, P., 468 
Inglis, K., 470 
Ingvar, S., 418, 420 
Iselin, H., 425 
Ivarsson, G., 466 
Ivens, F., 451 
Jacobson, H. P., 481 
Jagi¢c, N., 449 
Jankelson, I. R., 432 
Jarcho, J., 446 
Jensen, J. P., 468 
Jones, O. W., 418 
Katayama, I., 440 
Kelley, J. E., 461 
Kelsted, K., 463 
Key, E., 457 
Kidner, I’. C., 472 
Klein, W. O., 456 
Koenig, I. C., 480 
Komocki, W., 445 
Kretschmer, H. L., 460 
Lamb, I’. W., 413 
Lane-Roberts, C. S., 449 
Lauber, H. J., 455 
Lederer, I’. L., 414 
Le Fort, R., 468 
Lemon, W.S., 441 


Leucutia, T., 478 
Lillie, H. I., 414 
Lillie, W. I., 414 
Lindgren, E., 460 
Livingston, G. S., 414 
Lower, W. E., 456 
Lowsley, O. S., 459 
Lundh, G., 439 
MacAusland, W. R., 473 
MacEachern, M. T., 482 
Magnuson, P. B., 472 
Mandler, V., 432 
Mansfeld, G., 476 
Marshall, A. J., 427 
Martin, W., 470 
Mather, J. H., 425 
Mayer, O., 413 
McLean, A. J., 418 
McPhedran, F. M., 420 
M’Cracken, I. F., 431 
Meara, F’. S., 429 
Mengel, W. G., 413 
Meyers, M., 430 
Middleton, W. S., 474 
Mills, L., 412 

Moir, P. J., 436 
Monnier, FE., 438 
Moore, S., 448 
Moore, W. F’., 427 
Morison, D. M., 455 
Moynihan, Sir B., 432 
Muschat, M., 454 
Nafiziger, H. C., 418 
Naumann, H., 432 
Nedelmann, E., 423 
New, G. B., 417 
Nystrom, G., 426 
Partsch, 458 

Payr, E., 467 
Peterson, R. A., 411 
Pfahler, G. E., 415 
Phaneuf, L. E., 443 
Phemister, D. B., 466 
Platt, H., 422 

Poe, D. L., 414 

Pohl, A., 449 
Portmann, G., 413 
Portmann, U. V., 478 
Poulton, E. P., 480, 481 
Prioleau, W. H., 425 
Radwany, S., 453 
Redewill, IF. H., 463 
Regenbogen, J. H., 476 
Reisner, A., 444 


Reissinger, H., 441 
Retan, G. M., 435 
Rieder, W., 423 
Rigby, O. C., 415 
Rixford, E., 468 
Rolnick, H. C., 460 
Rosenblatt, M. S., 430 
Rosenstein, P., 463 
Ryle, J. A., 436 
Scarlett, H. W., 422 
Schaer, W., 430 
Schigdt, E., 463 
Schmitz, H., 444 
Scholl, A. J., 456 
Schuermeyer, A., 477 
Seitz, V. B., 478 
Shaw, W., 453 
Sherry, L. B., 435 
Simon, J., 472 
Soloway, H. M., 463 
Spitzer, W. M., 456 
Stegemann, H., 476 
Stevens, A. R., 461 
Stevenson, G. H., 427 
Stookey, B., 421 
Thaler, H., 444 
Thompson, G. J., 458 
Thorlakson, P. H. T., 437 
Thorpe, FE. S., 427 
Titus, P., 450 
Van Hoosen, B., 450 
Vaughan, S. L., 480 
Vértes, O., 452 
Wade, R. B., 470 
Walker, G. F., 436 
Wallin, I. E., 456 
Watson-Williams, P., 415 
Watt, J. C., 465 
Webster, B., 415 
Wehik, M., 430 
Wesson, M. B., 461 
Weyl, C. N., 429 
Weymouth, F. W., 411 
White, F. W., 432 
Whittemore, W., 427 
Wilhelm, R., 469 
Williams, E., 446 
Williams, H. W., 420 
Volfer, J. A., 440 
Wolfsohn, G., 432 
Woollard, H. H., 424 
Yeoman, W., 469 
Zoeller, C. J., 476 





EDITOR’S COMMENT 


OYNIHAN’S discussion of problems in 
M gastric surgery (p. 432) emphasizes a 
number of important points. He con- 
siders first of all that the terms “gastroduodenal 
ulcer” and “juxtapyloric ulcer” are misleading 
and should not be used. He mentions the differ- 
ences in symptoms, in behavior as regards per- 
foration and hemorrhage, and in their tendency 
to undergo malignant degeneration as some of the 
definite indications of the essential differences 
between gastric and duodenal ulcers. 

Although he agrees that gastric and duodenal 
ulcers may heal and remain healed under both 
medical treatment and surgical treatment, he 
emphasizes the fact that before treatment is 
begun the presence of an ulcer must be definitely 
established and that the X-ray findings must be 
carefully considered to avoid misinterpretation. 
Medical treatment has won an undeservedly high 
repute for curing ulcer in cases in which no ulcer 
was present, just as surgery has been brought 
into bad repute by the performance of gastro-en- 
terostomy in cases in which no ulcer was present. 

He does not believe that a large penetrating 
gastric ulcer can be healed in three weeks’ time, 
as has been reported by MacLean, for he has 
carefully watched cases which were found at 
operation to be too high for resection, and in 
none of these did healing occur in less than four 
months. He also takes exception to Hurst’s 
statement that penetrating and calloused ulcers 
may heal in four months for he has found that it 
may require as long as three years. 

He calls attention to the modern tendency of 
surgeons to abandon short-circuiting operations 
because of the unsatisfactory results obtained (in 
30 per cent of cases as reported by Lake), because 
of the expressed belief that gastric and duodenal 
ulcers are as likely to bleed after operation as 
before (Pannett), and because of the not in- 
frequent occurrence of a postoperative jejunal 
ulcer (in 34 per cent of cases in which a gastro- 
enterostomy was performed for duodenal ulcer 
by Lewisohn). In answer to the first statement, 
Moynihan expresses his belief that such oper- 
ations are the most successful of all abdominal 
operations. It is essential, however, that the 
patient be properly prepared before operation, 
that dental infection be eradicated, that at oper- 


ation the ulcer itself be dealt with by cauterization 
or otherwise, that the appendix be removed and 
the biliary tract and spleen carefully examined, 
and that after operation the patient sboud have a 
carefully regulated diet with restriction of to- 
bacco, alcohol, and salt. Obviously, gastro- 
enterostomy should not be performed for lead 
poisoning, tabes, visceroptosis, or achlorhydria. 
If bleeding continues after operation it must be 
assumed that the operation of gastro-enterostomy 
was done in cases for which it was unsuitable or 
that a duodenal ulcer was left untouched. 
Jejunal ulcer may appear as a postoperative com- 
plication of gastro-enterostomy even as late as 
nineteen years after operation, but even after 
three-fourths of the stomach has been removed 
free hydrochloric acid may still be found in the 
gastric contents, so that the claim that secondary 
ulcers will not form after gastrectomy because of 
the anacidity following the operation has been 
repeatedly disproved. Already more than too 
cases of jejunal ulcer following gastrectomy for 
duodenal ulcer have been reported. 

That gastro-enterostomies frequently require 
separation is true, but in none of the many cases 
that Moynihan has separated were there unequiv- 
ocal signs of an old or recent gastric or duodenal 
ulcer. 

M’Cracken’s review of seventy-five cases in 
which a fractional gastric analysis was made on 
two or more occasions and in which 47 per cent 
of the patients showed a different curve when 
tested the second time (p. 431) indicates the 
necessity for repeated examination of the gastric 
contents if one is to obtain a true picture of the 
secretory activity. Flint’s report of the successful 
removal of the entire stomach for gastric car- 
cinoma (p. 435), and White and Jankelson’s re- 
port of two cases of late intussusception of the 
bowel into the stomach after gastro-enterostomy 
(p. 432) are also of particular interest in connec- 
tion with the subject of gastric surgery. 

Lemon’s experimental studies of the function 
of the diaphragm (p. 441), Phemister’s discussion 
of the pathology and treatment of pyogenic 
arthritis (p. 466), and New’s description of the 
technique of a simplified two-stage laryngectomy 
are a few of. many other interesting reviews in 
this month’s issue of the ABSTRACT. 
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